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5 Essentials 


IN SPINAL 


ANESTHESIA 


Your patient’s safety and the success of your opera- 
tion require these 5 essentials in the drug used for 
spinal anesthesia: 


1. Maximum Sarety. Labat used NEO- 
caine for 17 years without a single 
death. 

. Lowest Toxicity. Intraspinous injec- 
tion of NEOcaine in frogs prove it to 
be the drug of lowest toxicity. 

. Complete RELAxaTion. NEOcaine pro- 
vides perfect anesthesia with complete 
muscular relaxation, thus creating an 
ideal operative field which allows the 
surgeon greater freedom of manipula- 
tion. 

. Srmmpce TECHNIQUE. The use of NEO- 
caine offers the simplest of all methods 
of Spinal Anesthesia. 

. Quick Recovery. Postoperative shock, 
headache and nausea are reduced to 
the minimum when NEOcaine is used. 


Three quick steps complete Spinal Anesthesia with 
NEOcaine. First, lumbar puncture is performed. 
Second, the spinal fluid drops directly into the ampoule, 
dissolving the pure crystals. Third, this solution is in- 
jected slowly and the patient placed in the Trendelen- 
burg position for three hours. 

NEOcaine is supplied in boxes containing 10 am- 
poules of 0.05, 0.08, 0.10, 0.12, 0.15, 0.20 and 0.30 Gm. 


NEOcaine 


SAFEST FOR SPINAL ANESTHESIA 


ANGLO-FRENCH DRUG CO. (U.S.A.) Inc. 
1270 Broadway, New York, N. Y. 
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CLARITY—NEO-IOPAX* produces clear urograms which 
tell a diagnostic story in bringing out even minute details of 


kidney, ureter, and bladder. 
CONVENIENCE—Clear pictures have been obtained with 


NEQO-IOPAX NEO-IOPAX 5 minutes after injection, although the usual 
time is somewhat longer. One film is often sufficient for 
Disodium 3:5-diiodo-4-pyridoxyl- 


N-methyl-2:6-dicarboxylate diagnosis of ordinary cases. This is a convenience to patient 


and doctor. 

... is available in 20 cc., . cits 
ampules . . . Boxes of 1, ECONOMY -—Only 20 cc. of a solution containing 15 grams 
clinical packages of 5, : : . ° 
nt i er eR of NEO-IOPAX is adequate for routine urograms. It is 

For children, 10 cc. usually well tolerated. 
ampules in boxes of 5 

id 20. 
o * Reg. U.S. Pat. Off. Copyright 1939, Schering Corp. 
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On Federal airways the radio directional 





beams are short-wave signals which are 
usually received by the pilot in the form of 
sound. The dots and dashes which come 
into the pilot’s earphones spell respectively 
the letters “A” (+ —) and “N” (—. ). 
When the pilot is flying “on course” he 
hears both signals, but they interlock to 
form a steady hum. If he strays to one side 
he hears the letter “A”, on the other the | 
letter ‘'N” indicating that he is “off course.” | . 

















TO STEER A COMFORTABLE POSTOPERATIVE COURSE 


For many a surgical patient the postoperative 
course has been free from distention and even 
minor gas pains because of the widespread 
interest in the use of Prostigmin Methylsulfate* 
1:4000 as a routine preventive measure. Harger 
and Wilkey, in their conclusions from a study of 
175 cases said, “We have found in Prostigmin 
a very satisfactory method of controlling post- 
operative distention. No signs of drug intoxica- 
tion were seen, nor were by-effects on the eye 
observed. There was no obvious evidence of 


hyperperistalsis and no complaints of excessive 





* Prostigmin Methylsulf is the di 


bamic ester of 3-hydroxy-phenyl-tri y 


cramps.” (Management of Postoperative Disten- 
tion and Ileus, J.A.M.A., 1938, 110:1165). Levis 
and Axelman concluded, after a series of 88 
cases, that Prostigmin Methylsulfate has proved 
to be the most effective preventive of post- 
operative intestinal atony. They observed no 
by-effects, such as might be expected from the 
use of effective doses of eserine. (American 
Journal of Surgery, 1936, 32:308). We suggest 
1 ampul every 2 hours for 6 doses, giving the 
first injection immediately after the operation. 


HOFFMANN -LA ROCHE, Inc., NUTLEY, N. J. 





methylsulfate. 





PROSTIGMIN METHYLSULFATE 
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publication. 
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material sent. 


All manuscripts must be typed, 
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permit proper editing. Manuscripts 
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No manuscript will be accepted for 
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of the Editorial Board. 


Two carbon copies should accom- 
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Contributions in a foreign language 
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Anonymous contributions of any 
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SCIENTIFIC VERSUS 
MECHANICAL 
SURGERY 


REVIEW of the postoperative 

complaints of a number of patients 

in any large clinic forcefully brings 
out the high morbidity of routine sur- 
gical procedures. The recurrence of 
the symptoms for which the patient was 
operated on, the useless destruction of 
endocrine tissues, the frequent gallblad- 
der operation without adequate pre- 
operative study, and the inevitable “pro- 
phylactic” appendectomy for any com- 
plaint referable to the lower right ab- 
dominal quadrant comprise a sad com- 
mentary on certain surgical activities. 
On the other hand, the attempts of some 
operators to do major surgery without 
adequate training, or working in hos- 
pitals poorly equipped, emphasize the 
vast recuperative powers of the human 
body. 

No quarter should be given to the 
operator who is responsible for the sur- 
gical cripple. Too many unfortunate 
individuals are today chronic invalids 
because of the fear of the surgeon to say 
“no” when an operation has been rec- 
ommended, or the desire to demonstrate 
his ability. The sooner the profession 
assumes the responsibility for the elim- 
ination of this type of work, the sooner 
there will be definite improvements in 
the standards of present-day surgery. 
Nevertheless, no attempt to annihilate 
the performance of simple surgery in the 
moderately equipped hospital should be 
tolerated. There is no need to disqualify 
a man of good scientific ability because 
he is located in a community where he 
does not have access to modern diagnos- 


91 


COL Be KOS ——— SFO SOE SS PO SN BB SE BE OE SE CE 






‘ 


tic aids. On the contrary, every effort 
should be made to encourage him, and 
to stimulate the community to improve 
its hospitals by intelligent education and 
cooperation, rather than by arbitrary 
imposition of unwarranted handicaps. 

Great progress has been made in 
evaluating the patient for surgery. The 
work of Weech and Ling, Ravdin, 
Scudder and Sloan, and many others in 
the field of protein balance and tissue 
edema has placed in our hands new 
methods that permit quantitative rather 
than empirical pre- and postoperative 
care. The free use of normal saline in- 
fusions or blood transfusions without 
definite knowledge of what is indicated 
today almost constitutes malpractice. 
Nor are these essentials so difficult to 
obtain that they are beyond the scope of 
the small hospital or the part-time sur- 
geon. The actual work can be done 
quickly by a technician, and the cost of 
equipment is within the reach of any in- 
stitution that accepts the sick. The in- 
terpretations need no special postgradu- 
ate course, and if the surgeon is willing 
to do some extra studying he can quickly 
and easily master all he needs to know 
for clinical application. 

One is not infrequently startled and 
pained to see patients taken to the oper- 
ating room poorly prepared and re- 
turned to be starved for a period of 
thirty-six to seventy-two hours, even in 
simple abdominal interventions. What 
is more puzzling is to see the same pa- 
tient receive a so-called “low enema” 
within six to twelve hours. One should 
spend a few hours in the fluoroscopic 
room and determine how far fluid will 
pass proximal in the large intestine from 
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such an enema, and how long it takes 
food to reach the cecum from the time 
of oral ingestion. Alvarez long ago 
demonstrated that empty intestines be- 
come distended with gas, yet many sur- 
geons withhold food while resorting: to 
mechanical and physiochemical meth- 
ods to reduce distention. The continu- 
ous drip, by rectum, into a vein or under 
the skin, and the massive use of morphia 
to make the victim forget his discomfort 
seem somewhat unfair to a_ patient 
whose stomach, duodenum and ileum 
have normal functioning ability. After 
gallbladder surgery the biliary system 
does not stop functioning. The vomit- 
ing patient will show bile in the vomitus. 
Why, then, should not the stomach re- 
ceive food and be encouraged to carry 
on its normal function? In abdominal 
distention the Miller-Abbott tube will, in 
most cases, save the patient much em- 
barrassment and shock, and should be 
used earlier rather than later. In gas- 
tric surgery the passage of the Levine 
tube into the small intestine permits 
early feeding and the maintenance of a 


chloride-protein-carbohydrate — balance, 
thus reducing the possibility of tissue 
edema, slow healing, shock and many 
other complications too frequently at- 
tributed to everything but failure to 
evaluate properly the patient and give 
the correct assistance. 

Thus our duty is clearly outlined. 
Every effort must be made to teach the 
younger surgeon that there is no place 
for mechanical surgery. Skilful technic 
is essential. The careful and gentle 
operator commands an asset worthy of 
his calling. The true surgeon is one 
who applies all knowledge to the prepa- 
ration and care of his patient, who is 
willing to sacrifice an operation rather 
than subject a patient to ill advised sur- 
gery or to create a surgical cripple be- 
cause of poor judgment. If the young 
surgeon will realize that his service to 
mankind should be creative rather than 
destructive, he will be willing to endure 
the sacrifices that the science of surgery 
demands for success and thus become an 
asset to the profession. 

BENJAMIN I. GOLDEN. 
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THE DUODENAL SYNDROME 


ASSOCIATED WITH ABERRANT SUPERIOR MESENTERIC ARTERY* 


FELIX CUNHA, M.D., F.I.C.S. 


SAN FRANCISCO 


TTEMPTS at more minute and 

detailed diagnosis in gastro-en- 

terology are often confronted 
with the critical suggestion that the ad- 
dition of new terms to the existing 
nomenclature, plus the addition of symp- 
toms described as a group under the 
heading of new syndromes, serve only 
to confuse. That this criticism is hard- 
ly fair is obvious, as the better we as 
physicians understand how a definite 
group of symptoms is produced, the 
better shall we be able to guide and treat 
patients rationally and successfully. 

Specifically, the group of patients 
dealt with in this study presented a train 
of symptoms which from the history and 
physical examination suggested almost 
invariably the presence of duodenal pa- 
thology. Corroborative roentgen ex- 
amination is too frequently devoted 
solely to the determination of whether 
or not an ulcer is or is not present in 
that locale. If duodenal irritability and 
inconstant irregularity are grossly evi- 
dent, a certain percentage of keener 
minded or possibly better trained and 
experienced roentgenologists will ven- 
ture, sometimes with trepidation, a diag- 
nosis of duodenitis. Even among the 
latter group, however, will be found a 
certain percentage who do not yet admit 
that duodenitis is a definite clinical en- 
tity presenting almost a classic roentgen 
picture. 

When one is presented with a patient 
in whom there is a definite complaint 
referable to the duodenum, and the 
presence of ulcer has been ruled out, it 
is almost compulsory that one should 





*Read at the Second Annual Assembly of the 


of Surgeons, Philadelphia, Oct. 14, 1938. 


search more intensely and minutely 
other parts of the duodenum than the 
bulb for an adequate explanation as to 
how the symptoms have been produced. 
In speaking of the duodenal type of 
symptoms, reference is made to epigas- 
tric pain and burning, occurring two to 
three hours after food intake, eructation 
of hyperacid fluid or food, vomiting of 
acid gastric content, and fulness and 
distention in the midepigastrium accom- 
panied by belching of gas, similar to the 
symptoms in cases of true ulcer. Too 
frequently examination of the duodenum 
under the fluoroscope is confined to a 
cursory view of the region of the bulbus 
alone, with little or no attention paid 
to the second and third portions of that 
structure. 

In cases such as those mentioned, fur- 
ther study of the outline and function 
of the duodenum, particularly of the 
second and third portions, is indicated 
It became noticeable in a series of cases 
seen by my associates and me that, 
whereas the presence of an ulcer could 
fairly definitely be ruled out and certain 
anatomic changes or deviations in the 
duodenum could be demonstrated when 
present, certain associated gross body 
changes, particularly with regard to 
marked alterations in body weight, were 
common to each case. These weight 
changes were so striking that they could 
not possibly be overlooked. 

REPORT OF CASES 

The earliest patients examined were a 
group of women who had undergone strenu- 
ous regimens of dieting for the purpose of 
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weight reduction, some under medical su- 
pervision, others not. The common factor 
in all was that marked changes had taken 
place in the body contour and secondarily 
that just as marked changes must have 


taken place in the internal body mechanics ' 


as the result of alteration of anatomic rela- 
tionships. Each patient had begun to com- 
plain of gastric, or, rather, duodenal, type of 
symptoms shortly after the weight change 
had taken place. Conversely, as the study 
of such cases was elaborated on, the addi- 
tion to the series of many in whom gross 
and excessive addition of weight had oc- 
curred became necessary, as in these cases 
there was present the identical factor com- 
mon to all, namely, alteration in anatomic 
relationship. This alteration was confined 
to a specific area, namely, that wherein the 
superior mesenteric artery or an aberrant 
branch lay in contact with the duodenum, 
or crossed it, usually in its third portion. 

Roentgenologic examination of these pa- 
tients showed the bulbus region invariably 
negative for ulcer, so attention became auto- 
matically focused on the second and third 
portions of the duodenum, more on _ the 
latter. 

In the beginning of the studies it was 
somewhat astonishing to discover a_per- 
centage of cases in which anomalous posi- 
tion of either the superior mesenteric vessel 
itself or an aberrant branch crossing the du- 
odenum produced, first, duodenal compres- 
sion, second, duodenal stasis, and, third, duo- 
denal obstruction, partial, intermittent or 
even complete. This observation of the part 
played by an aberrant branch of the superior 
mesenteric vessel was possible to make and 
verify by a series of circumstances extreme- 
ly fortunate from the standpoint of study. 
In one of the young women of the series a 
ruptured extra-uterine pregnancy developed. 
At operation there were no unusual difficul- 
ties, so opportunity was presented to ex- 
plore the region of the duodenum, and in 
so doing an aberrant branch of the superior 
mesenteric artery was located, crossing the 
terminal portion of the third portion of the 
duodenum in such a manner as to act as a 
constricting band. A short interval later, a 
similar opportunity presented itself in an- 
other abdominal operation. Exploration re- 
vealed pathologic features identical with 
those in the first case, except perhaps for a 
slight divergence in the direction of the 
crossing aberrant branch, it being a bit more 
oblique than transverse. Later, under some- 
what similar circumstances, a case was en- 
countered in which compression of the duo- 


denum, with attendant stasis and duodenitis, 
was caused by the superior mesenteric ar- 
tery itself. 


It is reasonable to presume, therefore, 
in view of the number of cases clinically 
presenting this syndrome, that an ana- 
tomic alternation of the kind just de- 
scribed, particularly one in which an 
aberrant branch is encountered, may be 
more frequent than is suspected. In 
spite, however, of the compressing posi- 
tion of the artery or its branch, no symp- 
toms had previously been complained of 
in the cases studied; therefore in all 
probability no tissue changes had taken 
place until marked alterations in the 
body structure itself had occurred 
through either gross depletion or gross 
additions of fat to the body. 


ETIOLOGY 

The changes in mechanical relation- 
ship and proximity of the structures in 
the second and third portions of the duo- 
denum to those surrounding them be- 
come grossly distorted when tissue 
changes take place. In the process of 
dieting to reduce, particularly if drastic, 
one is aware of the fact that the intra- 
abdominal mesenteries and the omenti, 
plus the retroperitoneal spaces, lose fat 
in quantity and early in the process, 
prior even to the external structures of 
the body. Particularly is this true of 
such structures as the hepatoduodenal 
ligament, the gastroduodenal ligament, 
the gastrocolic ligament and the lesser 
and greater omenti. This is readily 
verified whenever exploratory laparot- 
omy is done in cases in which advanced 
or even moderately advanced gastro- 
intestinal carcinoma or any other wast- 
ing disease is present. In the process of 
adding on a great deal of weight, it is 
in these same structures — mesenteries, 
abdominal ligaments, omenti and retro- 
peritoneal spaces — that fat cells are de- 
posited in proportional amount, filling 
them out in about the same way in which 

a pillow is stuffed. 
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The elevation or depression of the suing are only a natural outcome of 
levels at which certain structures lie may such changes. 
become so altered in their anatomic re- Granting that such a disturbed ana- 
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Fic. 1. A, superior mesenteric vein. 4, superior mesenteric artery causing compression. 





Fic. 2. A, superior mesenteric vein. B, superior mesenteric artery. C, aberrant 
branch of the superior mesenteric artery causing compression. 


lationship to adjacent structures that in 
cases such as those cited here, in which 
the focal point of compression of the 
duodenum takes place where this is 
crossed by either the superior mesen- 
teric artery itself or by an aberrant 
branch, gross duodenal changes are ini- 
tiated, plus disturbance of normal func- 
tion, so that the train of symptoms en- 


tomic relationship can take place be- 
cause of altered conditions produced as 
already mentioned, consideration must 
be given to certain metabolic, endocrine, 
hematogenous and _ deficiency states 
which can produce the same type of fat 
cell changes as the depletion caused by 
drastic dieting, or the piling up of tis- 
sue as found in persons who overeat. 
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a short description of the normal anat- 
omy of the region involved is necessary. 
In addition, a description of the more 


Among these body states may be enu- 
merated diabetes mellitis, hyperthyroid- 
ism, hypothyroidism, hypo-ovarianism, 





true and subclinical myasthenias, Addi- 
son’s syndrome, hypo-adrenalinism, the 


common anomalous positions of the ar- 
tery itself, as reported in the literature, 





Retro- 
peritoneal 
space 


Additional structures 
involved in production 
of this syndrome 


Fic, 3. 





Sagittal section of the abdomen. 


A indicates the superior 


mesenteric artery crossing the duodenum, B the transverse colon, D the 


mesentery and /: the jejunum. 


Changes in elevation or depression of the 


area posterior to the colon (B) and the duodenum (C) favor compression 


by the superior mesenteric artery (A). 


primary and secondary types of anemia, 
and, lastly, carcinomas anywhere in the 
body, when accompanied by wasting. 
In other words, any disease or syndrome 
wherein gross and drastic changes in 
body fat can occur, whether by loss or 
by addition, may be the etiologic factor 
in the production of these symptoms. 

In the subclinical myasthenias and 
hypo-adrenal syndromes, an additional 
anatomic change may complicate the 
picture, namely, that produced by the 
sagging of such structures as the stom- 
ach and small intestine, caused entirely 
by complete or almost complete atony of 
their smooth muscle. It can be readily 
visualized that the addition of such a 
complicating change to that already 
described would serve to produce a 
gross exaggeration of the latter syn- 
drome. 

In order to describe more adequately 
exactly how this syndrome is produced, 


and of its aberrant branches as _ they 
have been seen to occur, is helpful. This 
can best be accomplished by means of a 
group of anatomic illustrations (figs. 1, 
Zand 3). It is of particular importance 
to note the relationship of the position 
of the superior mesenteric artery to the 
duodenum under normal conditions and 
then perhaps to visualize the relation- 
ship of the duodenum and artery to- 
gether to the underlying and surround- 
ing fatty tissue. The amount of such 
tissue may be normal, grossly depleted 
or much increased, as the case may be, 
depending entirely on the underlying 
bodily status. The drawing depicting 
a transverse view of this relationship 
(fig. 3) is best illustrative. 


REVIEW OF THE LITERATURE 


More than fifty years ago Glenard* 
in his classic description of enteroptosis 
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called attention to obstruction of the 
duodenum by the superior mesenteric 
artery, but at the time and since, his 
comment attracted little attention; the 
idea was developed no further by him, 
so automatically his description fell by 
the wayside. In his report he called at- 
tention to the pull of the ptosed intestine 
on this area, causing such tension that 
the mesenteric vessel became like an 
elastic band, stretched tight and acting 
as a constricting cord across the duo- 
denum. His attention and enthusiasm 
being devoted entirely to the newly dis- 
covered ptosis, he described the arterial 
relationship as only a minor influence. 
In his report he alluded constantly to 
the asthenic woman. The observation 
of the same syndrome occurring in the 
converse state, that in which gross ad- 
ditions of fat were present, escaped his 
attention. 

That symptoms produced by duodenal 
compression have caused considerable 
mental perturbation in the minds of not- 
ably keen students of medicine is evi- 
denced by the fact that such names as 
Ochsner,’ Finney,* Bloodgood’ and Bar- 
ker’ are met with in association with the 
literature pertaining to the disorders of 
this region. However, it was not until 
1907 that Stavely,” after a somewhat 
detailed study of conditions which fol- 
lowed a certain percentage of gastro- 
duodenostomies, called attention to the 
intermittent duodenal obstruction ac- 
companied by chronic duodenal stasis 
produced primarily by mesenteric artery 
compression. Since then other investi- 
gators have studied and elaborated on 
his description. 

FURTHER ANATOMIC CONSIDERATIONS 

The study herein reported has been 
made purely with the objective of trying 
to unravel some of the strands of un- 
certainty connected with gastro-intes- 
tinal diagnosis, endeavoring more par- 
ticularly to stress the point that perhaps 
surgeons have not focused their atten- 
tion sufficiently on structures extraneous 


to the duodenum as producers of these 
symptoms. 

It is desired to stress that the syn- 
drome described herein is a separate and 
distinct clinical entity resulting solely 
and entirely from compression of the 
duodenum by the superior mesenteric 
artery or an anomalous branch, taking 
place because of a marked alteration in 
the immediately adjacent anatomic rela- 
tionship. It is not to be confused with 
possible similar duodenal symptoms 
brought about as the result of such 
changes as the following: (a) Funce- 
tional spasm of the duodenum. (0) 
Congenital anomalies involving either 
changes in the length of mesentery or 
caused by the presence of peritoneal 
bands. (c) Mechanical changes in out- 
line and course of the duodenum as the 
result of pericholecystic inflammation, 
or periduodenal inflammation involving 
the region of the ligament of Treitz. (d) 
Inflammatory and enlarged retroperi- 
toneal glands, although these can enter 
into the production of this syndrome if 
so situated that they can be direct in- 
fluences. The chances of this occurring 
are somewhat remote. (e) Gastropto- 
sis or enteroptosis. These conditions 
and the symptoms produced by them 
fall into a totally differenti category. 

In man the third and fourth portions 
of the duodenum lie behind a peritonéal 
fold, and that portion of the fold situ- 
ated behind the root of the mesentery 
and in the fold behind the root of the 
mesentery and in the immediate vicinity 
of the mesentric root has a flattened to 
ovoid form. The anatomic relationship 
of the structures here, as elsewhere in 
the abdomen, is best suited to the pos- 
tures assumed by quadrupeds, the erect 
position serving to overemphasize and 
exaggerate the phenomenon described 
here, and therefore the symptoms. In 
identical manner, for the same reason, 
the symptoms just described are exag- 
gerated when the patient is standing and 
ameliorated when he is lying down. 
This point is made use of during fluor- 
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oscopic examination and is of help in 
diagnosis. 
SYMPTOMS 

A variety of symptoms may be en- 
countered in these cases, but most fre- 
quent is a group suggestive of duodenal 
ulcer. In the order of relative frequency 
of occurrence the symptoms are: 

1. Pain. This is midepigastric or in 
the vicinity of the umbilicus and is ac- 
companied by upper abdominal tender- 
ness and tension. There are spasm and 
rigidity of the musculature, producing 
soreness. Usually the pain is not re- 
lieved by food intake, in contradistine- 
tion to the pain in cases of ulcer. 

2. Flatulence, Bloating. ‘This is 
rather common and is probably due to 
fermentation of both gastric and duo- 
denal contents secondary to duodenal 
dysfunction. Aggravating this symp- 
tom is often the influence of disturbed 
duodenal function on the adjacent gall 
bladder, acting reflexly to disturb its 
normal function. 

3. Vomiting. This is present in 
nearly every case, almost exclusively 
without nausea, and is invariably copi- 
ous, temporarily relieving discomfort. 
Dehydration and loss of chlorides fre- 
quently complicate the condition, pro- 
ducing acidosis, with increasing vomit- 
ing, dehydration and dechlorination, so 
that a vicious cycle is set up. A minor 
but important detail is the presence of 
far more than the ordinary content of 
bile in the vomitus. 

4. Constipation. This is the rule 
and is secondary to lowered food intake 
on the part of the patient because of fear 
of ensuing symptoms and because of 
disturbed digestion in the small intes- 
tine. 

5. Headache; Dizziness; Vertigo. 
These are encountered in a high per- 
centage of cases and are due to the ab- 
sorption of toxic products through the 
duodenal wall into the general circula- 
tion, inspiring some writers to use for 
such a condition the term “duodenal 
migraine.” 


6. Lpigastric Burning. This is not 
usually encountered. It may perhaps be 
due to backward pressure exerted 
against the pyloric ring by the reverse 
peristalsis present and alkaline duodenal 
contents regurgitating into the stomach 
and neutralizing acidity. 


OBJECTIVE SIGNS 

If an associated endocrine, metabolic 
or deficiency state is present as an un- 
derlying factor, it can often be noted on 
inspection of the patient alone while tak- 
ing the history, as the degree of such 
change is likely to be marked. Mild dis- 
turbances in these conditions do not pro- 
duce sufficient tissue change to alter 
mechanically the relationship necessary 
to produce these symptoms. The condi- 
tion of the hyperthyroid individual is 
usually obvious from merely casual ob- 
servation. The same is true of the hy- 
pothyroid, hypo-ovarian, myasthenic or 
anemic, etc., patient. If any of these 
conditions are underlying, they are so 
grossly evident as to be obvious. 
Among the patients in whom none of 
these changes is underlying, one is con- 
fronted most frequently with women 
who have undergone drastic dietary re- 
striction for the purpose of weight 
reduction. 

The objective signs are confined to the 
abdomen alone, except in cases in which 
signs of the associated syndromes are 
present in addition. The signs are ten- 
derness and spasm of the upper abdom- 
inal musculature, confined to the mid- 
epigastric and peri-umbilical area. With 
a slight stretch of imagination one could 
say that perhaps the localized point or 
area of acute tenderness is not as sharp- 
ly defined or focal as in a case of duo- 
denal ulcer. 

In one patient of the series reported 
here, a woman who had lost consider- 
able weight, visible reverse peristalsis 
across the upper abdomen was noted, 
and the degree of obstruction from com- 
pression was severe. 

Often symptoms occur intermittently 
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in mild attacks, and because of their 
similarity to attacks of gallbladder dis- 
ease and the presence of quantities of 
bile in the vomitus they are described 
by the patient as “bilious spells.” Dur- 
ing such attacks the tenderness and 
spasm of the musculature of the entire 
upper abdomen are definite, gradually 
subsiding and disappearing as the at- 
tack diminishes in severity and subsides. 


LABORATORY PROCEDURES 


Gastric Analysis. This is ordinarily 
not very helpful except in cases in which 
duodenal regurgitation has taken place, 
neutralizing the free hydrochloric acid 
entirely or to a very high degree. Ana- 
cidity or extreme hypo-acidity is only 
significant. The presence of bile in the 
gastric content in considerably above 
the expected normal amount is also sig- 
nificant and should be taken into con- 
sideration. Its presence and alkalinity 
play a part in neutralization and reduc- 
tion of free acid. 

Duodenal Intubation. The results of 
duodenal intubation are significant but 
are useful only when an abnormally 
large amount of duodenal content is ob- 
tained and when much more than the 
usual amount of bile is present in the 
duodenal content. Duodenal lavage as 
a therapeutic procedure for aid in re- 
lief of the symptoms will be discussed 
under therapy. 

Blood Tests. The usual studies should 
be made in order to rule out the presence 
of a primary or secondary anemia, 
which can act as an underlying etiologic 
factor. 

Determination of the Basal Metabolic 
Rate. This is indicated in cases in which 
obvious thyroid derangement is present, 
but is recommended a’ a routine in all 
cases, as frequently serious errors in 
mental calculation come to light which 
were*not suspected. The necessity of 
rechecking such surprises need hardly 
be mentioned. Too often what appears 
on history taking and physical examina- 
tion to be an apparently normal thyroid 


gives on further investigation a high 
basal metabolic recording, and a recheck 
confirms the fact. 

Roentgen Examination. This is of 
the utmost importance in diagnosis, with 
particular stress laid on fluoroscopic ex- 
amination of the duodenum. The stom- 
ach and duodenal bulb being negative 
as to the presence of ulcer, routine ex- 
amination of the gallbladder is essen- 
tial, in order that any pathologic change 
here may be excluded. 

The absence of stone, although not 
entirely conclusive from  roentgeno- 
graphic examination, when coupled 
with the absence of inflammatory 
change in the gallbladder and its motil- 
ity and dye-absorptive and -excretive 
power, indicates that more detailed ex- 
amination of the duodenum is in order. 
Too frequently the second and third 
portions of the duodenum are over- 
looked, and unless the duodenal bulb 
has been grossly dilated because of 
the long-continued compression, the 
symptoms are attributed to a “spastic 
colitis,” although there is no roentgen 
or fluoroscopic evidence of spastic colon. 

The intricacies of accurate diagnosis 
in gastro-intestinal disorder warrant the 
repeated admonition of scrupulous at- 
tention to minute detail. In these cases 
that attention should be focused on the 
second and third portions of the duo- 
denum. 

In reviewing the available literature 
regarding pathologic changes in this 
region, one frequently encounters the 
term “characteristic roentgenologic pic- 
ture.” Roentgenograms cannot possi- 
bly demonstrate the condition, except 
when extreme dilatation of the duo- 
denum has taken place. All evidence 
confirming diagnosis must of necessity 
be fluoroscopic and is obtainable only by 
manipulation of the fluoroscopic table 
and studying the patient, in reality the 
barium column, with the patient in vari- 
ous positions. This is important because 
there is one particular posture which 
serves most to corroborate diagnosis. 
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Because of the inability of the duo- 
denum to rid itself in a normal manner 
of this churning mass, an irritating me- 


During fluoroscopic examination of 
these patients, most evident is the pres- 
ence of antiperistalsis, or reverse peri- 





That on the 


Fic. 4. The roentgenogram on the left shows an enlarged and dilated duodenal bulb (A—B). 
right shows dilated first, second and third portions of the duodenum (A—B). 





stalsis, in the second and third portions 
of the duodenum, the column of barium 
reaching the point of compression at 
about the terminus of the latter, then 
being unable to follow through, anti- 
peristaltic waves of muscular action 
carrying it backward to the pylorus, 
with the production of an_ endless 
churning back and forth of the barium 
column between these two points. The 
food column acts in a similar manner. 

Owing to the increased intensity of 
the peristaltic wave because of meeting 
such obstruction, and in attempting to 
overcome it, after some time a secondary 
dilatation of the duodenum takes place, 
in order to accommodate the increased 
food content, so that in a large percent- 
age of cases a duodenum of more than 
usual width and caliber is found. 


chanical friction of the duodenal mucosa 
takes place, even though the diet may be 
free from roughage and irritant fiber 
material, and duodenitis is produced, 
manifesting itself roentgenologically by 
a fairly constant irregularity of the duo- 
denal outline. 

Such changes are not as marked in 
the region of the bulb itself, because at 
this point the reverse pressure exerted 
against the pylorus is not as great as 
that at the point gf yielding. Some re- 
lief of the intraduodenal pressure is ob- 
tained by food regurgitating through 
the pylorus into the stomach, at the,same 
time releasing some of the pressure ex- 
erted against the compression point, but 
in no way influencing the vicious circle 
which has become established. 
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All the duodenal wall changes are de- 
pendent entirely on the degree of com- 
pression; in only extreme cases are com- 
plete fixation and obstruction estab- 
lished. More often than not the food 
colunin, or, as one sees it fluoroscopi- 
cally, the barium column, is propelled 
by peristalsis against the compressed 
barrier, and a small or large amount, 
varying in the individual case, is able to 
trickle through. The remainder is car- 
ried, by the peristaltic action set up, 
backward toward the pylorus, then once 
again toward the jejunum, and a bit 
more gets through. This procedure re- 
peats itself endlessly. The amount of 
pressure exerted on the duodenum by 
the compressed artery naturally deter- 
mines the amount of food or barium 
which is able to pass by and onward 
down the intestinal tract. 

In those cases in which the syndrome 
has been present over a long period, ab- 
solute stasis in the duodenum is some- 
times noted, brought about through a 
fatigue inertia of the smooth muscle 
from overwork, propelling itself against 
an unyielding force. In these cases the 
associated degree of duodenal dilatation 
is often extensive. Oblique observation, 
the patient lying in the left lateral or left 
oblique position with the hips elevated, 
in most cases will demonstrate a partia: 
or even total release of the compression, 
and the barium column will pass onward 
and downward in the intestinal tract. 
This observation is of particular diag- 
nostic significance and therefore to be 
stressed. Placing the patient in the par- 
tial Trendelenberg position and compar- 
ing the changes taking place with those 
found when the patient is in the stand- 
ing position will often reveal that the 
condition is aggravated or intensified in 
the latter position. The patient may be 
placed in a modified knee-chest position, 
face downward, and pillows placed un- 
der the lower abdomen and thighs, in 
which case a partial or total alleviation 
of the compression takes place. 


THERAPY 


1. General. Correction or improve- 
ment of the underlying endocrine, meta- 
bolic or nutritional factors involved, if 
such exist, should be attempted. 

2. Dietary. A high caloric diet free 
from roughage or irritant components 
is indicated in those cases in which 
weight loss has been a prominent fea- 
ture. Conversely, a low caloric intake, 
a smooth diet and absence of roughage 
should be given in those cases in which 
marked increase of weight has taken 
place, accompanied by the proper asso- 
ciated therapy as indicated, either endo- 
crine or metabolic. 

3. Mechanical Support. Properly 
fitting abdominal supports which give 
a lift to those structures in the upper 
portion of the abdomen are indicated. 
An ordinary abdominal belt or support 
can be used with the addition of an in- 
lying flanged pad so that the stomach 
and duodenum are given a distinct lift 
as verified by fluoroscopic examination. 
The amount of lifting of the duodenum 
is estimated by fluoroscopic examination 
after the patient has been given a bari- 
um meal. 

4. Drug Therapy. 

A. Appropriate therapy of underlying path- 
ologic condition : 
| thyroid extract 
ovary (whole gland 
extract) 


(a) en 
| pituitary extract 


(b) Nutritional: Caloric intake to be 


corrected 


firon when and 
(c) Circulatory4 liver if indi- 
| ventriculin cated 


(vitamin A, B and 
D, singly or com- 
bined, depending 
on the clinical 
status 


(d) Deficiency state 


B. For the associated hyperperistalsis of the 
smooth muscle the following may be used, 
when indicated : 

belladonna 
atropine 
papaverine 
trasentin 
| novatropine 


(a) Antispasmodics 


{ bromides 


(b) Sedatives phenobarbital 
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C. Where statis and atony of smooth muscle 
are present and increase in muscle tonus 
is desired : 

Ephedrine 

Benzedrine | Alone or in varied 
Strychnine ——— 
Pituitrin 


D. Duodenal intubation and lavage with: 


(a) Normal saline solution 

(b) Alkaline 
bonate 

(c) Dilute silver nitrate—1:5,000 or 
1:8,000 as a therapeutic agent in 
overcoming the inflammatory and 
irritant changes. 


solutions—sodium — car- 


5. Surgical Treatment. A_ variety 
of surgical measures have been advo- 
cated for relief of this condition. Among 
these are gastroduodenostomy and gas- 
tro-enterostomy. It is difficult to un- 
derstand how the latter procedure can 
possibly be indicated. Gastroduodenos- 
tomy is indicated only in refractive cases 
not amenable to conservative therapy. 
Our experience with a series of more 
than twenty cases classified under this 
heading has been that careful history 
taking, proper study, and correction of 
the underlying etiologic factor, whether 
endocrine, dietary, circulatory, or meta- 
holic deficiency, supplemented with con- 
servative measures, will give a satisfac- 
tory percentage of successful results. 

There has been reported in the litera- 
ture one case in which an aberrant 
branch of the superior mesenteric vessel 
was ligated and resected, with complete 
relief of the duodenal compression. 
This would be feasible procedure in any 
case in which the identical conditions 
were present. 

Duodenopexy has also been recom- 
mended, but it is difficult to visualize in 
what manner it would help. 


SUMMARY 


A syndrome is described with symp- 
toms almost pathognomonic of duodenal 
ulcer but in which clinical and roent- 
genologic examination exclude this 
diagnosis. 

Marked changes in body weight, 
gross fat depletion or gross fat in- 
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crease, alter the anatomic relationship 
and therefore the. mechanical function 
of that region of the duodenum crossed 
by the superior mesenteric artery or an 
aberrant branch. 

The symptomatology is described, 
with the laboratory procedures indi- 
cated. 

The value of fluoroscopic study, par- 
ticularly of the second and third por- 
tions of the duodenum, is emphasized. 
An outline of conservative management 
is given, and the various surgical pro- 
cedures which have been used for ex- 
treme and refractive cases are cited. 
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lleus, 


RESUME 


Syndrome duodénal di aux 
anomalies de la grande 
artere mésenterique 

Un syndrome duodénal offrant des 
symptomes presque pathognomoniques 
de l'ulcére duodénal est décrit. Néan- 
moins dans les cas de cette nature 1’ex- 
amen clinique ainsi que l’examen roent- 
genologique exclut le diagnostic d’ulcére 
duodénal. L’engraissement ou 1l’amai- 
grissement altére les rapports anato- 
miques et le fonctionnement de la région 
du duodénum avoisinante l’artére mé- 
senterique supérieure. Les variantes de 
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cette artére ou ses embranchements dis- 
tributifs déterminent des dérangements 
analogues. 

Les symptomes sont analysés; le 
traitement opératoire est discuté, et les 
procédés employés dans le laboratoire 
sont indiqués. L’auteur attache une 
grande importance a l'étude fluorsco- 
pique de la deuxieme et de la troisiéme 
portion du duodénum. Le traitement 
nonopératoire est donné ainsi que les 
manoeuvres opératoires utiles dans les 
cas extrémes et refractaires. 


ZUSAMMENFASSUNG 


Das duodenale Syndrom bei anormalem 
Verlauf der Arteria mesenterica 
superior 

Fin Erscheinungsbild wird beschrie- 
ben, dessen Symptome absolut ftir das 
Vorliegen eines duodenalen Ulcers 
sprechen, in dem aber die klinische und 
rontgenologische Untersuchung diese 
Diagnosis ausschliessen. Starke Schwan- 
kungen des K6rpergewichts, entweder 
Fettschwund oder bedeutende Fettab- 
lagerungen, verandern die anatomischen 
Verhaltnisse und damit die mechanische 
Funktion des Abschnittes des Duode- 
nums, der von der Arteria mesenterica 
superior oder einem anormal verlaufen- 
den Ast gekreuzt wird. 

Die Symptome werden beschrieben 
und die notigen Laboratoriumsunter- 
suchungen angegeben. Besonderer Wert 
wird auf die griindliche réntgenolo- 
gische Untersuchung des zweiten und 


dritten Duodenumabschnittes  gelegt. 
Ein konservatives Behandlungssver- 


fahren wird angegeben und die chirur- 
gischen Vorgehen werden beschrieben, 
die ftir besonders schwere und _hart- 
nackige Falle angewendet worden sind. 
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SUMARIO 


El sindrome duodenal asociado con 
arteria aberrante mesentérica 
superior 

Un sindrome es decrito con sintomas 
casi patognomonicos de ulcera duodenal 
pero en el cial examen clinico y roent- 
genologico excluye éste diagnostico. 
Cambios marcados en el peso del cuerpo, 
marcada evacuacion de grasa 6 marcado 
aumento de grasa, altera las relaciones 
anatomicas y por lo tanto la funci6on 
mecanica de esa regidn del duodeno 
crusada por la arteria mesentérica su- 
perior 6 una rama aberrante. 

La sintomatologia es descrita, con los 
trabajos de laboratorio indicados. EI 
ralor del estudio fluoroscdépico, particu- 
larmente de la segunda y tercera porcion 
del duodeno, es recaleado. Un bosquejo 
para un tratamiento conservativo es 
dado, y los distintos procedimientos 
quirurgicos en los casos extremos y 
refractarios son citados. 


RIASSUNTO 


Sindrome duodenale da arteria 
mesenterica superiore aberrante 

Una sindrome é descritta con sintomi 
quasi patognomonici dell’ulcera duode- 
nale, in cui l’esame radiologico e clinico 
escludono la forma ulcerativa. Marcate 
modificazioni del peso corporale, sia per 
deplezione o per aumento di grasso, 
alterano la relazione anatomica e di 
conseguenza la funzione meccanica della 
regione del duodeno attraversata dall’- 
arteria mesenterica superiore o da un 
ramo aberrante di essa. 

La sintomatologia é descritta con gli 
esami di laboratorio indicati. L’impor- 
tanza dell’esame fluoroscopico, partico- 
laramente della seconda e terza porzione 
del duodeno, é ricordata. L’autore 
descrive il trattamento conservativo del 
caso, e 1 metodi chirurgici da usare nei 
casi estremi e refrattari. 








TREATMENT OF ESSENTIAL ARTERIAL HYPER- 
TENSION BY LEFT SPLANCHNICOTOMY 


SENATOR PROF. DR. NICOLA PENDE 


ROME, 


N 1924, at the Congress of Internal 
Medicine at Padua, Italy, | illus- 
trated and proposed for the first time 

a treatment for essential arterial hyper- 
tension consisting of resection of the 
greater and the lesser left splanchnic 
nerve. This is the first operation on the 
sympathetic nervous system which has 
been conceived for the treatment of this 
disease. After a long period of clinical 
experimentation on more than five hun- 
dred patients and after a discussion at 
the International Congress of Surgery 
at Brussels in September 1938, my 
method was submitted to the surgical 
world and to scientific criticism. In this 
paper | wish to review the fundamental 
principles which concern the physio- 
pathologic basis of the treatment, the 
operative technic, the therapeutic re- 
sults, recent and remote, and the indica- 
tions and contraindications for the pro- 
cedure. 

The physiopathologic features of my 
operation of left splanchnicotomy for 
the treatment of essential arterial hyper- 
tension, or functional arterial hyperten- 
sion, as | prefer to call it, are based on 
the conception at present most widely 
accepted for this condition, that of a 
neuro-endocrine syndrome, with pre- 
dominance of tonus of the vasoconstric- 
tor sympathetic nerves and of the hor- 
monés or sympatheticotropic angio- 
spastic metabolites. The arteriole-capil- 
lary hypertonicity here is generalized, 
accompanied by threatening crises of pe- 
riodic occurrence, but it seems localized 
particularly in the vasculosplanchnic 
area, that is to say, in the great system 
of viscera and vessels which play a 
primary role in the regulation of the 
hematodynamic equilibrium. It is 
through the medium of this splanchnic 
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system that the cerebral and medullary 
nerve centers presiding over vascular 
tone are able to act, as exemplified in 
the form of propioceptive and vasosen- 
sory reflexes of sinocarotid and cardio- 
aortic origin; this, together with the 
adrenal hormone has a selective action, 
particularly on the splanchnic appara- 
tus. The state of tonicity of the renal 
vascular system is of great importance 
in this connection. 

The role played by the factors re- 
sponsible for hypertensive reflexes is of 
great clinical importance in producing 
essential hypertension in man. These 
reflexes are occasioned via the splanch- 
nic nerves. They may be suppressed by 
resection of these nerves; this has been 
verified by investigators who have 
studied the effects of splanchnicotomy in 
experimental hypertension by denerva- 
tion (Fontaine and Mandl). 

On the basis of my experiences since 
1903, I believe that splanchnicotomy re- 
duces the adrenal secretion. And I have 
clinically demonstrated that the results 
of splanchnic resection can be obtained 
by a unilateral resection of the large and 
small splanchnic nerves. ‘This is in ac- 
cord with surgical observations which 
have shown that interventions on the 
svmpathetic nervous system on one side 
affect the functions of the opposite side. 

From the results in my first case of 
essential arterial hypertension, in which 
the patient was operated on by Pieri, of 
Udine, Italy, in 1929, and from the re- 
sult observed in numerous other cases, 
in some of which the patients have com- 
pletely recovered, today one can consider 
the physiopathologic basis of my -treat- 
ment as well founded, as has been veri- 
fied by Fontaine, Leriche and many 
physiologists and clinicians. 
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Thus far about five hundred patients 
have undergone the operation, but in 
America, as in France, many patients 
have been operated on by a modified 
method. Sometimes the left splanchnic 
resection is associated with the same 
operation on the other side (Peet, of 
Michigan, reported 65 per cent of pa- 
tients thus successfully and permanently 
cured); sometimes splanchnic resection 
is associated with resection of the first 
two pairs of lumbar ganglions ( Walters, 
of the Mayo Clinic, has been successful 
in 70 per cent of cases thus treated) and 
sometimes with resection of the adrenal 
gland (Leriche, Wertheimer). I shall 
simply mention the multiple thoracico- 
lumbar rhizotomies performed by Adson 
and his collaborators. 

It is interesting to recall here that 
Wertheimer, after having tried various 
modifications of my operation, stated: 
“The most remarkable and lasting re- 
sult (recovery persisting after four 
years) has been obtained by simple re- 
section of the splanchnic nerves of the 
left side.” That is to say, by my method. 

[ am fully convinced that in truly 
functional arterial hypertension without 
evident renal alteration (in many in- 
stances serious renal lesions are found 
unexpectedly at autopsy), without high 
azotemia and without pronounced 
sclerotic lesions of the arteries, simple 
left splanchnic resection can give satis- 
fying and sometimes brilliant results. 

There have been no deaths following 
my operations, whereas other proposed 
procedures, such as removal of the 
adrenal gland, are accompanied by seri- 
ous dangers to the life of the patient. 

The statistics of Italian surgeons 
(Ciceri, Alessandri and Valdoni) dis- 
close a series of cases with clinical re- 
covery remarkable for an illness such 
as true arterial hypertension, which is 
refractory to all medical treatment and 
in which there has been no amelioration 
of the morbid symptoms, above all, the 
subjective troubles of the patients, as 
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Leriche has recognized from his ob- 
servations. 

it is not just to endanger the lite of 
the patient by subjecting him to hazard- 
ous operations. If simple resection of 
the left splanchnic nerves proves insufh- 
cient, One may operate in two stages, 
performing in the second stage either a 
resection of the splanchnic nerves on the 
opposite side or a superior lumbar 
ganglionectomy. - [lowever, I do not 
believe these more complicated opera- 
tions offer any advantages. Neverthe- 
less I subscribe to the practice of adding 
to resection of the left splanchnic nerves 
alcoholization of the right splanchnic 
nerves. This method of alcoholization 
of the splanchnic nerves was proposed 
by me and was done many times by 
Ciceri, of Venice, and by my collabora- 
tor, Valdoni, of Rome, in clinical cases 
of hypertension which failed to respond 
to the resection of the nerves alone or 
which presented — contraindications 
(obesity or cardiac weakness) to the 
technic of surgical intervention. Block- 
ing of the splanchnic nerves with alco- 
hol on one or both sides may eventuate 
in helpful lowering of the blood pres- 
sure; this, however, lasts only a few 
months. Naturally this represents an 
emergency and succedaneous treatment. 


TECHNIC 


The technic proposed by me, which is free 
from al! danger, is the following: 

The day preceding the intervention the pa- 
tient is given an injection of novocain (20 cc. 
of a 1 per cent solution) in the left sub- 
diaphragmatic space where the splanchnic 
nerves pass. This is to assure that the anes- 
thesia of the splanchnic nerves suffices to de- 
termine a lowering of the blood pressure. If 
after two or three such attempts at novocain- 
ization there is no lowering of the pressure, | 
do not advise the operation. 

Anesthetization. For the anesthesia of the 
left splanchnic nerves a long needle is used for 
the injection. This is pointed immediately 
above the twelfth rib, 4 cm. from the median 
line of the spinous process. The needle is 
pushed forward and slightly inward until it 
reaches the body of the vertebra, passing 
through the skin, the subcutaneous connective 
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tissue, the superficial fascia, the fibers of the 
trapezius muscle, the posterior sheath of the 
lumbodorsal aponeurosis, the small postero- 
inferior serratus muscle, the longissimus dorsi 
muscle, the intercostal muscles, the quadratus 
lumborum muscle and the endothoracic fascia. 

When the needle encounters the resistance 
of the vertebral body it is withdrawn some- 


what and is then directed forward and 
more laterally in order to positively en- 
counter the vertebral body. After the an- 


terior portion of the surface of the vertebral 
body has been reached in this manner and it 
has been ascertained that no blood issues from 
the needle, the anesthetic solution is injected, 
slowly; at the same time the needle, which is 
always held medially, is withdrawn slowly so 
that the point scrapes over the vertebral body. 
In this manner the anesthetic solution is in- 
jected in an area corresponding to the position 
of the sympathetic trunk of the splanchnic 
nerves, 

Surgical Approach. | prefer to do an extra- 
peritoneal subdiaphragmatic neurotomy such 
as those studied and performed by Durante, 
Donati, Ciceri, Alessandri, Mingazzini, Val- 
doni and others. The patient is placed in the 
renal position, lying on the right side. — An in- 
cision 15 to 16 cm. long is made, which begins 
from the paravertebral line, crossing the course 
of the twelfth rib, thus nearly forming an X. 
The latissimus dorsi muscle is divided, the rib 
is uncovered with a long incision of the peri- 
osteum, and its resection is extended sub- 
periosteally. Valdoni prefers not to remove 
the rib, particularly if the patient is thin. 

The incision of the deeper strata follows the 
direction of the costal bed. The perirenal 
fascia is detached manually (one thus frus- 
trates bleeding), using as a guide the twelfth 
rib, and the body of the twelfth dorsal ver- 
tebra, attached to which one can identify the 
left pillar of the diaphragm. 

The fat is removed from the bodies of the 
vertebrae, and the great splanchnic nerve is ex- 
posed. This is raised with a forceps and re- 
sected for an approximate length of 2 cm. 
Above this nerve lies the small splanchnic 
nerve, which runs obliquely downward and 
lateral to the left adrenal gland; this is also 
resected. Before suturing the deep structures 
one should explore the left adrenal gland to 
ascertain the presence of adrenaloma, either 
cortical or medullary. 

The wound is finally sutured in layers, a 
tubular drain being left in the costovertebral 
angle. 

COMMENT 
The entire operation requires about 


one half hour. The preferred general 
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anesthetic is ether, but for thin and non- 
muscular patients a local anesthetic may 
be used. In ten days the patient is suf- 
ficiently recovered to be dismissed. 

The arterial pressure, taken the day 
after the operation, with the patient in a 
relatively tranquil state, shows a fall of 
5 to 10 em. for the systolic pressure and 
4 to 5 cm. for the diastolic pressure. 
Sometimes a few days or even a month 
may pass before an appreciable fall in 
the pressure can be noted. It is inter- 
esting to observe in the first days after 
the operation an improvement of many 
of the functional disturbances of the 
heart, of the brain and of vision. A 
patient with an old hemiplegia was able 
to resume his work and to ride a motor- 
cycle. 

Such a comparatively easy surgical 
intervention which never endangers the 
life of the patient, if well indicated (with 
absolute exclusion of cases with azo- 
temia of more than 0.5 mg. per hundred 
cubic centimeters, and cases of chronic 
nephropathy, arteriosclerosis or cardiac 
insufficiency ), appears today to be the 
only chance to save young individuals 
suffering from cerebral hemorrhages or 
from crises of left ventricular insuff- 
ciency and seems; to be indicated in all 
cases in which there is precocious in- 
capacity to work as a result of hyper- 
piesis. 

Many of my patients who were oper- 
ated on have been able to resume their 
habitual occupations after long periods 
of incapacity and after fruitless medical 
or physical treatment of the most mod- 
ern and varied types, during which they 
entertained hope of amelioration for 
many years, which treatment had no 
decisive effects on the disease and on 
the symptoms of hypertension. Un- 
doubtedly in time grave complications of 
the disease would have ensued. 


SUMMARY 
Treatment of essential hypertension 
by resection of the greater and the lesser 
left splanchnic nerve was proposed by 
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Pende in 1924. The operation is limited 
to cases of hypertension in young per- 
sons and adults before senility, in whom 
clinical examination has shown no renal 
insufficiency, no advanced damage to the 
arteries and no azotemia. 

Sometimes local anesthesia with novo- 
cain is satisfactory, but general anesthe- 
sia is preferred. The lumbar extraperi- 
toneal approach is used. If anesthesia 
of the left splanchnic nerve induced by 
novocain the day before operation does 
not cause a fall of the blood pressure, 
even when repeated, the operation is 
contraindicated. Good results followed 
in properly selected cases. 


RESUME 


La splanchnicotomie gauche pour 
hypertension artérielle essenticlle 


Pende en 1924 proposa la résection 
des nerfs splanchniques gauches majeur 
et mineur comme mode de traitement de 
hypertension artérielle. L’opération 
ne doit étre employée que chez les 
jeunes et les adultes qui ne présentent ni 
insuffsance rénale ni azotémie ni deé- 
générescence marquée des artéres. 

L’anesthésie locale a la novocaine est 
parfois suffisante, mais il faut lui pré- 
férer l’anesthésie générale. La _ voie 


dapproche lombaire extrapéritonéale 
est recommandée. Si l’anesthésie 
a la novocaine du _ nerf splanch- 


nique gauche, faite la veille du jour de 
l’opération, n’améne pas un abaissement 
de la pression artérielle, l’opération ne 
sera pas entreprise. Dans les cas bien 
chosis, les résultats sont bons. 


ZUSAMMENFASSUNG 


Behandlung des essentiellen arteriellen 
Hochdrucks durch Extirpation des 
linken Splanchnicus 


Pende hat in 1924 die Behandlung 
des essentiellen Hochdrucks durch Ex- 
tirpation der beiden linken Splanchni- 
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cus-nerven angegeben. Die Operation 
kann nur in solchen Fallen erfolgreich 
vorgenommen werden, wo Hochdruck 
in jtingenem Alter oder bei Erwach- 
senen vor Eintritt der Senilitat gefun- 
den wird und wo durch klinische Unter- 
suchung keine Niereninsuffizienz, keine 
bemerkenswerte Arterienschadigung 
und keine Erhohung des Reststickstof- 
fes angetraffen wird. 

Manchmal gentigt lokale Anasthesie 
mit Novocain, aber Vollnarkose ist vor- 
zuziehen; der lumbare, extraperitoneale 
Weg wird benutzt. Wenn Anasthesie 
des linken Splanchnicus durch Ein- 
spritzung von Novocain am Tage vor 
der Operation keinen Fall im Blutdruck 
hervorruft, selbst bei wiederholter 
Durchfiihrung, so ist der Eingriff kon- 
traindigiert. Bei guter Indikationsstel- 
lung sind gute Resultate zu erwarten. 


SUMARIO 


Tratamiento de la presién arterial 
esencial por la esplacnicotomia 
isquerda 


Tratamiento de la hipertension esen- 
cial por la reseccion del nervio mayor 
y menor esplacnico izquierdo fué pro- 
puesta por Pende en 1924. La operacion 
es limitada a casos de hipertensi6n en 
personas jovenes y adultos antes de la 
senilidad en los cuales examen clinico 
no ha mostrado insuficiencia renal, 
ningun dano avanzado de las arterias y 
sin azotemia. 

Algunas veces anestesia local con 
novocaina es suficiente, pero anestesia 
general es préferida. El aproche extra- 
peritoneal lumbar es usado. Si la anes- 
tesia del nervio esplacnico izquierdo 
inducida por la novocaina el dia antes 
de la operacion no causa una caida de 
la presion arterial, aun cuando repetida, 
la operacion es contraindicada. Resul- 
tados muy buenos siguen operaciones en 
los casos propiamente elegidos. 
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RIASSUNTO 
Trattamento dellipertensione arteriose 
essensiale con la splacnicotomia 
sinistra 
Nel 1924 Pende suggeri la resezione 
del grande e piccolo nervo splacnico di 
sinistra nella cura dell’ipertensione es- 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


marcata delle arterie. 

Qualche volta l’anestesia locale con 
novocaine ¢ sufficiente; ma l’anestesia 
generale ¢ preferibile. La via d’ap- 
proccio lombare extraperitoneale e con- 
sigliabile. Se l'anestesia con novocaine 
del nervo splacnico sinistro, eseguita il 





giorno precedente loperazione, non 
porta L’abbassamento della pressione 
sanguigna, l’operazione @ contraindi- 
cata. I risultati sono eccellenti nei casi 
bene scelti. 


senziale. [’operazione ¢ limitata sola- 
mente nei casi di ipertensione nei 
giovani e negli adulti che non presen- 
tano manifestazioni di insuffizienza 
renale, né azotemia, ne degenerazione 


———0o@o 





NATIONAL ASSEMBLY OF THE INTERNATIONAL COLLEGE OF SURGEONS 
(UNITED STATES CHAPTER), FEBRUARY 12 AND 13, 1940, VENICE, FLORIDA. 
DR. FRED H. ALBEE, INTERNATIONAL PRESIDENT - ELECT, GENERAL 
CHAIRMAN. DR. FREDERICK DOUGLASS, PRESIDENT OF UNITED STATES 
CHAPTER, PRESIDENT AND CHAIRMAN OF PROGRAM COMMITTEE. 


INQUIRIES ABOUT PAPERS, ETC., SHOULD BE ADDRESSED TO DR. CHARLES 
H. ARNOLD, EXECUTIVE SECRETARY, UNITED STATES CHAPTER, 908 TER- 
MINAL BUILDING, LINCOLN, NEBRASKA. 


APPLICATIONS FOR ASSOCIATE MEMBERSHIP, MEMBERSHIP AND FEL- 
LOWSHIP IN THE INTERNATIONAL COLLEGE OF SURGEONS MAY BE 
ADDRESSED TO THE OFFICE OF THE EXECUTIVE SECRETARY, DR. 
EDWARD FRANKEL, JR., 217 EAST 17TH STREET, NEW YORK CITY. THESE 
WILL BE ACTED UPON IN THE REGULAR ROUTINE AS OUTLINED IN THE 
BY-LAWS. APPLICATIONS FOR CONSIDERATION MUST BE RECEIVED 
NOT LATER THAN A MONTH PRECEDING THE REGULARLY STATED 
ASSEMBLY MEETING. 


0@o 





INTERNATIONAL OFFICERS 


Catania, Italy; Prof. Dr. Alexander Stanischeff, 
Sofia, Bulgaria. 
Treasurer, Dr. William Seaman Bainbridge, 
New York City. 
Acting International 
Thorek, Chicago. 


President, Dr. André Crotti, Columbus, Ohio. 


President-Elect, Dr. Fred H. Albee, New York 
City. 
Max 


Vice-Presidents, Prof. Dr. Rudolf Nissen, Secretary, Dr. 


Istanbul, Turkey; Prof. Dr. A. Mario Dogliotti, 








SURGICAL TREATMENT OF HYPERTENSION* 
DR. FELIX MANDL 


Formerly Chief of Surgical Service at the S. C. Canning-Child’s Hospital, Vienna 


Head of Surgical Department, Hadasa University 


JERUSALEM, 


Ht surgical treatment of hyper- 
tension is a difficult and, it seems 
to me, daring undertaking. [ven 
in recent years it constituted a disputed 
domain between surgery and medicine. 
Certainly the surgeon who is concerned 
with this problem should always base his 
researches on a thorough knowledge of 
medicine in general and on the factors 
of causative pathology which concern 
diagnosis and decision to operate in par- 
ticular. Only thus can one be success- 
ful. One must rigorously evaluate the 
indications, because one is dealing with 
persons seriously ill who by reason of 
their disabling condition are almost in- 
variably inclined to favor the surgical 
point of view. In these cases it is the 
patient who wishes an operation and the 
surgeon who, in many instances, must 
dissuade him from insisting on such. 
-athologists have gone to a great 
deal of trouble to classify the different 
forms of the disease entity designated as 
hypertension. The commonly described 
forms are: essential hypertension and a 
transitory form. There are also a form 
known as paroxysmal hypertension and, 
finally, the so-called symptomatic hyper- 
tension secondary to disease of the heart 
and blood vessels. Recently Rieser, 
Coudau and Vadiguier have affirmed 
the existence of a so-called malignant 
hypertension 
A classification which seems to me to 
be more practical is the following: (1) 
permanent hypertension, relatively be- 
nign, found chiefly in advancing years; 
(2) permanent hypermalignant hyper- 
tension, caused by a glomerulonephritis 
(atheromatosis of renal vessels); (3) 
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hypertension caused by lesions of the 
cerebral vessels, as noted by Cushing, 
Chauffard and other authors; (4) fired 
juvenile hypertension, the most danger- 
ous type, occurring principally in per- 
sons with cardiac decompensation. 

The classification just proposed is sys- 
tematic and marks considerable prog- 
ress. But the task of the surgeon is 
not facilitated thereby; it is perhaps less 
important to classify than to individual- 
ize cases, considering each case as a 
separate clinical entity. 

Experimental pathology has prepared 
the field for surgeons by researches of 
great value. They teach that one can 
raise the blood pressure in animals by 
kaolin (Dixon, Heller), and that one 
can lower pressure by operations on the 
kidneys, the adrenal glands or the thy- 
roid. But it would be dangerous to 
apply to man the results obtained by ex- 
periments on animals, since the human 
organism is very different, indeed, from 
that of lower animals, and, as has al- 
ready been stated, one is dealing with 
severely ill patients whose organs are 
not functioning in a normal physiologic 
manner. 

The surgeon should intervene only in 
cases in which the physician has ex- 
hausted his medical resources. In other 
words, only cases of malignant hyper- 
tension are the domain of the surgeon. 

The task of the surgeon is therefore a 
difficult one, involving much _ responsi- 
bility and demanding a great deal of 
judgment. The surgeon should never 
look on hypertension as a surgical en- 
tity per sc, but he must take cognizance 
of the great role that the endocrine sys- 


* Read at the International Congress of Surgery, Brussels, September 1938. 
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tem, the sympathetic nervous system 
and other factors play here. He must 
also take into consideration the interre- 
lation of the numerous factors which 
might influence the blood pressure (the 
glands of internal secretion, the tracts 
of sensory nerves, the vegetative ner- 
vous system and vitamin factors). [am 
pleased to have been one of the first to 
have recognized the existence of this 
interrelationship. 

In regard to the history of the sur- 
gical treatment, | was the first to per- 
form extirpation of the parathyroids in 
a case of hypertrophy of these glands 
(1925-1926). I described the variation 
of the calcium and the phosphate me- 
tabolism which resulted in such cases 
and pointed out also the great influence 
of the parathyroids on the arterial ten- 
sion. Of course, the influence of the 
other glands, for instance, the adrenal 
glands and the thymus, is no less im- 
portant. 

Ever since spinal anesthesia became 
an important aid to the surgeon (for 
several years) the problem of the fall 
in the blood pressure which occurs regu- 
larly under subarachnoid block has been 
studied, and it has been thought possible 
to make use of lumbar anesthesia to re- 
duce pathologic hypertension. The ad- 
vantages of such a procedure are ques- 
tionable. Besides, it is too risky to at- 
tempt. 

Elliott, in 1923, and Pende, in 1924, 
tried to treat hypertension by interven- 
tion on the splanchnic nerves. Donati, 
Durante, Camelot, Jeanneney and others 
followed their example. Section of the 
splanchnic nerves was done either by 
operation or by injection. 


PARAVERTEBRAL INJECTIONS 


Without knowledge of the publica- 
tions of Pende and Elliott I have tried, 
in collaboration with Dr. Brunner (ser- 
vice of Professor Pal, of Vienna), to 
treat patients suffering from angina 
pectoris by paravertebral injections. 
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The results encouraged me to use this 
treatment also in cases of so-called idio- 
pathic hypertension. [| proceeded in the 
manner suggested by Dr. Laewen (who 
used injection only for purposes of 
diagnosis and anesthesia). My obser- 
vations follow: 


Bruno M., aged 59 years, suffering from so- 
called idiopathic hypertension, was subjected 
to paravertebral injection (between the fourth 
and the sixth dorsal vertebra) on Nov. 11,1925. 


Mrs. Marie G., aged 67, also affected with 
so-called idiopathic hypertension, was treated 
by paravertebral injection (between the fourth 
and the sixth dorsal vertebra) given bilaterally, 
on Nov. 11, 1925. 


Mrs. H., a victim of hypertension of the so- 
called idiopathic type, was given a bilateral 
paravertebral injection (between the ninth and 
the eleventh dorsal vertebra) on Dec. 1, 1925. 


It may be noted that in 1925 I had 
not yet decided whether it was necessary 
to section the nerves of the heart, the 
kidneys or the adrenal glands. 

Diminution of the blood pressure en- 
sued regularly in the cases here cited, 
but it was not known whether this was 
not perhaps due to the effect directly 
attributable to the injection. Some time 
later | became convinced that this was 
due not to the injection shock but to the 
influence of the anesthetic solution on 
the vegetative or endocrine organs. 


INJECTIONS AFFECTING ORGANS 


I then decided to produce paralysis in 
certain forms of hypertension by anes- 
thesia through injecting alcohol to af- 
fect the following: (1) the splanchnic 
nerves, the rami communicantes, the 
sympathetic ganglions; (2) the kidneys; 
(3) the heart; (4) the adrenal glands. 
My choice of the organ was clear in 
cases of angina pectoris (injection be- 
ing made between the seventh cervical 
and the fourth dorsal vertebra, bila- 
terally). However, I found myself con- 
fronted by an almost inexplicable prob- 
lem in the treatment of hypertension, in 
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spite of minute examination of all the 
organs in question. Thus my attempts 
failed repeatedly. Physicians who had 
referred the cases to me as well as I my- 
self were much discouraged. Mean- 
while | changed the technic of injection, 
abandoning the procedure of Svetlow, 
White and Werber. 

In spite of many failures I neverthe- 
less achieved success in some cases (in 
agreement with the publications of 
Pende’). Two cases may be cited. 


Case 1 (referred by Dr. R. Singer). Mr. I. 
suffered from typical hypertension. Cervical 
sympathectomy, with the use of paravertebral 
anesthesia induced by novocain and alcohol, 
was done on Nov. 29, 1937. No variation of 
the blood pressure followed. The next day 
intervention on the kidneys and adrenal glands 
by bilateral injection between the eleventh dor- 
sal and the second lumbar vertebra, with 
paravertebral anesthesia induced by novocain 
and alcohol, performed in two stages, produced 
lowering of the blood pressure as measured by 
the Vaquez instrument from 25 to 15 points 
within several hours. The tension paroxysms 
which had recurred every week did not recur 
again until January 1938. 


Case 2. Mr. F., a patient at the S. C. Can- 
ning-Child’s Hospital, Vienna, had essential 
hypertension (the blood pressure was 29.5/19.5 
| Vaquez]). The heart was decompensated. 
The urine showed numerous leukocytes, single 
and in groups, one or two erythrocytes to the 
field, and isolated epithelial cells. Paralysis of 
the cardiac sensory nerve tracts was induced 
by novocain and alcohol; this gave no results. 
An attempt to paralyze the splanchnic nerves 
by injection (between the eleventh dorsal and 
the second lumbar vertebra) resulted in lower- 
ing of the blood pressure. The injection made 
on Sept. 23, 1937, reduced the blood pressure 
to 28.5, that of September 25 to 23.5, that of 
September 29 to 22.5 and that of October 20 
to 21 points. In January 1938, the blood pres- 
sure remained definitely at 19 points. 


Comment. In this case, without any 
internal medication repeated injections 
in the splanchnic region reduced the es- 
sential hypertension to a tolerable point, 
at the same time improving the cardiac 
condition to the extent of almost com- 
plete disappearance of subjective symp- 
toms. 


I have observed several analogous 
cases. 

Paralysing the stellate ganglion and 
injection of the lumbar plexus never 
yielded lowered blood pressure readings. 
The aim of such injection treatment is 
to take the place of operations on the 
stellate and the retroperitoneal gangli- 
ons.” One must not forget that Hor- 
ner’s syndrome develops on injection of 
the stellate ganglion. The appearance 
of this syndrome shows that injection 
of the stellate ganglion has been suc- 
cessful. On this point I wish to refer 
to the monograph of Pélot.* 

Medical literature contains frequent 
mention of the important centers for the 
treatment of hypertension, centers 
where the injection must be made. It 
also mentions that at times atypical 
anatomic relations are found which 
make the precise application of the in- 
jection difficult.“ I believe that one 
should not overestimate the importance 
of these anatomic variations and should 
remember that if the injections are made 
under pressure the ganglions will be 
affected, 

OPERATIONS ON THE THYROID 

In regard to interventions on the en- 
docrine glands and on the kidneys, one 
notes following such operations marked 
lowering of the blood pressure, which 
may be more or less persistent. These 
facts were noted by Jentzer, Brauker 
and others who have written on the 
subject. 

In this connection | have made some 
experiments consisting of total extirpa- 
tion of the thyroid. This surgical pro- 
cedure is difficult, though I have suc- 
ceeded in simplifying the technic. Sev- 
eral weeks after total extirpation of the 
thyroid one notes lowering of the blood 
pressure. The time of this lowering 
does not necessarily coincide with the 
first mild symptoms of myxedema. 
There is no relation between lowering of 
the metabolic rate and lowering of the 
blood pressure. The latter is not a sign 
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of myxedema. There is such lowering in 
cases of decompensated heart. The con- 
dition of the heart must always be 
checked by modern methods of examina- 
tion. Absolute rest is not indispensable. 

The following cases are to the point: 


Case 1. Mr. F. had suffered from a valvu- 
lar lesion of the heart and failing compensa- 
tion. After total extirpation of the thyroid 
there was lowering of the blood pressure from 
22 to 18 points, where it remained for more 
than a year. The cardiac action was greatly 
improved. 


Case 2. Mr. F. underwent total extirpa- 
tion of the thyroid for angina pectoris. The 
blood pressure was lowered from 20 to 16 
points; it remained unchanged for several 
months. The family physician reported that 
the patient does not have myxedema and that 
he feels well. 


Case 3. Mr. S. had a mild myxedema fol- 
lowing total extirpation of the thyroid. He 
received a tablet of thyrotoxin daily for one 
week. The blood pressure was 13/8 before 
the operation; some time after the operation 
it was 9/9.5. 


Case 4. Mr. B. suffered from marked 
angina pectoris and Buerger’s endarteritis. 
Total extirpation of the thyroid was followed 
by a mild myxedema. Marked improvement 
ot the endarteritis and the angina pectoris oc- 
curred, although the patient has not had com- 
plete rest (he continued his work as a travel- 
ing salesman). The blood pressure fell from 20 
to 10.5 points and remained there for months. 
Later there was a recurrence. 


Case 5 (case of Professor Elias). Mr. R. 
underwent total extirpation of the thyroid for 
grave cardiac decompensation. He also suf- 
fered from bronchial carcinoma. The blood 
pressure fell slowly from 22.5 to 16 points. 
The cardiac condition improved noticeably ; an 
electrocardiogram showed fairly regular car- 
diac action. After about six months the pa- 
tient died of carcinoma. (The malignant 
growth had been treated by x-rays, and it may 
be that they had injured the heart.) 


[I must also mention the important 
observation of Max Schur (service of 
Prof. Julius Bauer, of Vienna), who at- 
tempted to explain the fall of the blood 
pressure following total extirpation of 
the thyroid. According to Schur, this 
lowering is due to a change in the iodine 
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metabolism, the latter depending on 
hyperemia of the thyroid. If this hypoth- 
esis were proved, one could substitute 
for total extirpation of the thyroid a less 
drastic operation such as ligation of the 
thyroid arteries, although undoubtedly 
the effects of this procedure would be 
less lasting because the collateral circu- 
lation would be reestablished. Perhaps 
ligation of the arteries combined with 
partial extirpation of the thyroid would 
be more efficacious. 


OPERATIONS AFFECTING THE KIDNEYS 
Now a few words as to operations on 
the kidneys. The researches of Ludwig 
Braun and of his pupil Samet are inter- 
esting. These investigators operated on 
animals in which they had interrupted 
the renal nerves by injection of kaolin 
into the cisterna cerebellomedullaris, 
after which hypertension could not be 
induced by the experimental method of 
Dixon and Heller. Section of the renal 
nerve in man by mechanical means, 
chemical means (isophenol, according to 
the method of Doppler) or the use of 
both methods may be tried. I have seen 
such operations performed by Zinner at 
the S. C. Canning-Child’s Hospital of 
Vienna. The mortality was rather high, 
because this procedure was carried out 
on young, seriously ill patients. No 
lasting recoveries were obtained, but the 
operation nevertheless deserves the at- 
tention of surgeons. 
extirpation of the adrenal gland has 
only theoretical interest. It is too radi- 
cal to be considered seriously in the 
treatment of hypertension. 
SYMPATHECTOMY 
Operations on the sympathetic ner- 
vous system are based on the work of 
Brauker, Miiller, Pende, Donati, Pieri, 
Mingazzini, Vincent Desorgher, Her- 
mann, Sabadini and others. Resort is 
first had to paralysis of the sympathetic 
tract, then to successive extirpation of 
sympathetic ganglions. Leriche has re- 
ported some interesting facts on such in- 


& 
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terventions. He emphasized the differ- 
ence between experiments on animals 
and cases in man. 

[ myself have performed several such 
operations in Vienna. I presented the 
first case in which operation was _per- 
formed for Buerger’s disease before the 
Society of Physicians of Vienna on Oct. 
20, 1933." The patient recovered, and 
the cure lasted until 1937. At the same 
time a severe varicose ulcer was healed. 
Before operation the blood pressure was 
20. The patient emigrated to Palestine, 
where he worked as a day laborer, but 
despite this heavy work the blood pres- 
sure never rose beyond 16 or 17. Since 
then in every case of Buerger’s disease 
[ notice the patient’s blood pressure. | 
have rarely found this condition asso- 
ciated with pathologic hypertension. 
The following case is illustrative: 

Mr. H., aged 35 years, who had been ad- 
mitted to the S. C. Canning-Child’s Hospital 
several months before for Buerger’s endarteri- 
tis, had a blood pressure of 23/10.5. He had 
received epidural and splanchnic injections and 
injections of the lumbosacral plexus, after 
which the circulation in the diseased limb was 
improved. But there was no lowering of the 
blood pressure, the minimal lowering produced 
being due to injection shock. Arteriography 
showed no therapeutic results. The chemical 
and mechanical treatment of the adventitia of 
the femoral artery was without benefit. I did 
an arteriectomy according to the method of 
Leriche, the procedure which Leriche would 
interpret as an intervention on the sympathetic 
nervous system and ganglions. The excessive 
pain disappeared after the operation. The 
blood pressure was lowered from 22.5/10.5 to 
17.5/10.5. After one month it was 16.5/10 
and after two months 17/9. After three 
months it was 17/9.5 and remained thus for 
four months, after which I lost sight of the 
patient, who was an emigrant. 


One sees that the operation of Leriche 
can beneficially influence hypertension 
occurring in a young patient, but I can- 
not report numerous analogous cases. 

COMMENT 

I wish to reemphasize that cases of 
hypertension which come to the surgeon 
for relief are usually seriously advanced 


cases. One should always prefer injec- 
tion to operation, if it is possible, of 
course after having closely examined 
the function of the organs where the in- 
jections are to be made. One should not 
forget surgical intervention on the thy- 
roid and injection of the sympathetic 
ganglions. In such manner one will be 
able to benefit many patients, though the 
mechanism of the improvement is not yet 
very clear. 

Admittedly this is only symptomatic 
treatment. But one must acknowledge 
that surgery must often content itself, in 
many cases, with therapeutic methods 
that can offer only symptomatic results 
(surgical intervention for various forms 
of carcinoma ). 


SUMMARY 

In cases of malignant hypertension, 
the type which comes to the surgeon 
after medical measures have been ex- 
hausted, the interrelation of the endo- 
crine glands, sympathetic nervous sys- 
tem and other factors must be con- 
sidered. Mandl has treated hyperten- 
sion by paravertebral injections of novo- 
cain and alcohol and by injections into 
the sympathetic nervous system, affect- 
ing the kidneys, heart and adrenal 
glands, with success in some cases. 
Total extirpation of the thyroid resulted 
in marked lowering of the blood pres- 
sure in his series. Sympathectomy for 
Buerger’s disease has resulted in lower- 
ing of the blood pressure. Injection is 
always to be preferred to operation, but 
the potential benefits of the latter should 
be kept in mind. 
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RESUME 


Traitement chirurgical de 
hypertension 


Dans les cas d’hypertension maligne, 
c’est-a-dire, la forme qui a résisté a 
tous les traitements médicaux, il im- 
porte de considérer l’interrelation des 
glandes closes, le systeme nerveux sym- 
pathique et d’autres facteurs. Mandl a 
employé des injections paravertébrales 
de novocaine et d’alcool et aussi 
des injections dans le systeme nerveux 
svmpathique, influengant les reins, le 
coeur et les surrenales. It a eu dans 
quelques cas d’excellents résultats. 
I’extirpation totale de la glande thy- 
roide a entrainé dans ses cas un abaisse- 
ment notable de la pression sanguine. 
a sympathectomie a donné d’heureux 
résultats dans la maladie de Buerger. 
I] faut préférer linjection a l’opération, 
mais il faut se rappeler que l’opération 
donne souvent d’excellents résultats. 


ZUSAMMENFASSUNG 


Chirurgischer Behandlung des hohen 
Blutdrucks 


In Fallen von malignant Hochdruck, 
wie er vom Chirurgen gesehen wird, 
nachdem alle medizinischen Mittel er- 
schopft sind, ist de Beziehung zwischen 
endokrinen Drtisen, sympathischen Ner- 
vensystem und anderen Faktoren zu 
herticksichtigen. Mandl hat Hochdruck 
mit paravertebralen sowie mit Injec- 
tionen von Novocain und Alkohol in das 
sympathische Nervensystem, welche 
Nieren, Herz und Nebennieren beein- 
flussen, behandelt und war in einigen 
‘allen erfolgreich. Vollige Exstirpa- 
tion der Schilddriise hatte in seinen 
‘allen erhebliche Senkung des Blut- 
druks zur Folge. Exstirpation von 
sympathischen Ganglien in Fallen von 


Biirger’scher Erkrankung war von 
Blutdrucksenkung gefolgt. Injectionen 


sind immer dem operativen Eingriff 
vorzuziehen, aber die grossen Moglich- 
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keiten des letzteren sollten nie vergessen 
werden. 


SUMARIO 


Tratamiento quirurgico de la 
hipertension 


En casos de hipertension maligna, el 
tipo el cual viene al cirujano despues de 
agotar todas las medidas médicas, la 
relacion entre las glandulas endocrinas, 
sistema nervioso simpatico y otros 
factores deben de ser considerados. 
Mandl ha tratado la hipertensi6n haci- 
endo inyecciones paravertebrales de 
novocaina y alcohol y por inyecciones 
dentro del sistema nervioso simpatico, 
con influencia sobre el rifion, el corazon 
y las glandulas suprarenales, con éxito 
en algunos casos. La extirpacion total 
del tiroide resulta muchas veces en la 
baja de la presion arterial en estos casos. 
Simpatectomia hecha en casos de en- 
fermedad de Buerger ha resultado en 
baja de la presion arterial. Las inyec- 
ciones deben de preferirce a la opera- 
cidn, pero los beneficios de ésta Ultima 
deben de tenerse en cuenta. 


RIASSUNTO 
Trattamento chirurgico dell’ipertensione 


Nei casi d’ipertensione maligna, cioé 
resistenti ad ogni terapia medica, é 
necessario considerare la interrelazione 
della ghiandole endocrine, il sistema 
simpatico ed altri fattori. Mandl, in 
ha usato 


questi casi d’ipertensione, 
iniezioni paravertebrali di alcool e 
novocaina, cioé iniezioni nel sistema 


simpatico dei reni, cuore e surrenali, 
con successo in qualche caso. L’estir- 
pazione totale della ghiandola_ tiroide 
risultO in un abbassemento notevole 
della pressione sanguigna. Una caduta 
della pressione del sangue viene ot- 
tenuta dopo la simpatectomia, nel morbo 
di Buerger. L’iniezione e preferibile 
all’operazione, ma quest’ultima, spesso, 
da buoni risultati. 





en 





SURGICAL TREATMENT OF ANGINA PECTORIS* 


J. LOUIS RANSOHOFF, A.B., M.D., F.A.C.S. 


CINCINNATI 


by the glowing reports of Blum- 

gart, Riseman, Davis and Berlin’ 
and their results in the treatment of 
angina pectoris and congestive heart 
failure by total ablation of the thyroid, 
I operated on a number of patients and 
gave the procedure what I considered 
a fair trial. All new therapeutic 
methods, especially those for chronic 
and painful illnesses, are welcomed with 
enthusiasm and frequently are discarded 
after prolonged and careful trial. 

I operated on twelve patients, with 
one death, an unusually small mortality. 
But, in my opinion, the theory of the 
treatment is entirely erroneous. It is 
based on the fact that the velocity of 
blood flow is largely influenced by the 
metabolic rate. When the metabolic 
rate is increased, the blood flow is ac- 
celerated, and vice versa. The purpose 
of total ablation of the thyroid is to so 
depress the metabolism that the tempo 
of life is reduced to a vegetative level, 
thereby reducing the work of the heart 
to a minimum degree, while the activity 
of the individual is so reduced that the 
attacks of angina, due to sudden mental 
or physical stress, are largely eliminated. 

Analysis of the histories of the pa- 
tients with thyroid ablation who come 
under my care [ think will prove dis- 
couraging. I reported a few of these 
cases before the Western Surgical As- 
sociation® and found some encourage- 
ment for continuance of the operation. 
This encouragement proved premature. 
The first results were rather startling, 
particularly in the cases of congestive 
heart failure with severe dyspnea. 
There are a remarkable improvement 
immediately following operation and a 


B iy the et 1933 and 1936, tempted 


diminution of precordial distress. This 
result is so startling that I believe it to 
be due to the severance of numerous 
sympathetic fibers during the operation 
rather than to the removal of the thy- 
roid gland. The improvement, however, 
was short-lived. It is sufficient to say 
that of all the patients operated on at 
that time, only one survives. This is the 
only case in which the operation could 
not be completed, because of injury to 
the recurrent laryngeal nerve during the 
first lobectomy. 

In one remarkable case the patient 
lived nearly three years after thyroid 
ablation. This man had recurrent left 
hydrothorax, which required tapping 
every three to four weeks. Though the 
frequency of tapping was not reduced, 
the dyspnea was greatly relieved. 
Previously bedridden, he was able to go 
about and enjoy a modicum of life. It 
is probable that he was suffering from 
Pick’s disease rather than congestive 
heart failure. We were planning to do 
a cardiolysis when death ensued. Un- 
fortunately, a postmortem examination 
was not allowed. 

There were four other cases in which 
improvement was striking. One man, 
previously a complete invalid, was en- 
abled to go back to work and to take a 
vacation in the Rocky Mountains. But 
eight months after operation he died 
from heart failure. These temporary 
results, while gratifying, in my opinion 
are not sufficient justification for the 
operation. 

The average duration of life follow- 
ing operation was only six months, the 
longest three years. All these patients 
needed thyroid extract to lead even the 
semblance of a normal life. I believe 


* Read before the Milwaukee Society of Clinical Surgery, Oct. 25, 1938. 
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that any method of treatment which re- 
sults in an average prolongation of life 
of only six months after a distressing 
operation is not worth while and should 
be discarded. 

In 1923, at a meeting of the Western 
Surgical Society, | reported several 
cases of cervicothoracic sympathectomy 
for the relief of pain in angina pectoris. 
During the intervening years | have 
operated in a few of these cases and 
have followed the results with a great 
deal of interest and, in some instances, 
astonishment. 

The heart and aorta, like the abdom- 
inal viscera, carry on their function 
during health without appreciable sen- 
sation. It is only in disease that visceral 
sensation is transmitted to the central 
nervous system in the form of pain. 

The sufferers from angina pectoris 
may be classed in two categories—(1) 
those who have occasional attacks of 
pain and (2) chronic cardiac invalids. 
In the first group the pain may be con- 
trolled by administration of nitro- 
glycerin or allied drugs, or even an oc- 
casional dose of morphea. These indi- 
viduals may lead a fairly comfortable 
life without undue interference with 
their normal activities. They are not 
under the constant threat of agonizing 
pain, which may follow any unusual 
physical or mental stress. They should 
not be considered candidates for sur- 
gical intervention but should be kept as 
long as possible under a_ medical 
regimen. 

In the second class of patients with 
angina pectoris, the chronic cardiac in- 
ralids, the attacks of angina are severe, 
frequent and unpredictable. They may 
occur once daily or, in some cases, as 
often as ten or fifteen times a day, con- 
stituting what is known as status an- 
ginosis. Fear of impending death is as- 
sociated with the attacks. It is unfair 
to condone such suffering when there is 
a method of definite relief. This method 
is not only comparatively free from 
danger but brings surcease from suffer- 
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ing and prolongs life far beyond the 
span which medical treatment can 
promise. 

The choice of cases for operation 
must be made after careful collaboration 
by the cardiologist and the surgeon. 
The question is not “Is the case too 
severe for operation?” but rather “‘Is it 
mild enough to be benefited by a med- 
ical regimen?” No cases, except those 
of persons suffering from cardiac fail- 
ure, are too severe for surgical treat- 
ment. [ven a patient in status angi- 
nosis is a candidate for surgical inter- 
vention or injection. 

In order to discuss the surgical treat- 
ment of angina pectoris it is necessary 
first to review the location and distribu- 
tion of the pain to obtain some informa- 
tion as to the nerve pathways involved. 
Generally the discomfort begins under 
the upper or middle sternal region, and 
then in many cases, it radiates out to- 
ward the arms (more frequently the left 
arm), involving the ulnar side of the 
forearm, and into the ring and little 
fingers. Far less common is radiation 
to the neck and face, especially to the 
jaws. Occasionally there is radiation to 
one or both shoulders, to the infra- 
clavicular regions or to the epigastrium. 

What the surgeon is interested in is 
the means of producing interruption in 
the pathway over which the pain im- 
pulses from the heart pass to reach the 
central nervous system, where they are 
referred to the regions described. 
Therefore knowledge of these pathways 
is essential in the understanding of the 
application and technic of surgical and 
injection procedures for the relief of 
angina pectoris. 

All afferent impulses giving rise to 
the sensation of cardiac pain leave the 
heart by cardiac sympathetic nerve fibers, 


coursing to the cervical and upper 
dorsal sympathetic ganglions. The 


nerve fibers arise in the superficial and 
deep cardiac plexuses, both of which are 
brought into contact with the sympa- 
thetic system through the inferior, mid- 
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dle and superior cervical cardiac nerves. 
The right superior cervical cardiac 
nerve enters the deep cardiac plexus and 
gives off a few branches to the anterior 
surface of the aorta. The left superior 
cervical cardiac nerve joins the super- 
ficial cardiac plexus. Both nerves arise 
from the superior cervical ganglions 
and communicate freely with the middle 
cardiac nerves and the superior cervical 
cardiac branch of the vagus. The right 
and left middle cervical cardiac nerves 
arise from the middle cervical ganglions 
and end on the deep cardiac plexus. The 
inferior cervical cardiac nerves arise 
from the inferior cervical ganglions and 
also terminate in the deep cardiac 
plexus, as do endings of the vagus. 
From the cardiac plexus, nerve fibers 
pass down along the aorta and are dis- 
tributed to the auricles. From there 
they accompany the main coronary 
arteries along the auriculoventricular 
groove, forming the coronary plexus. 
From this plexus branches are given off 
to the ventricles. 

All three cardiac nerves convey motor 
impulses to the cardiac plexus, but only 
the middle and inferior nerves transmit 
sensory impulses. All afferent impulses 
from the heart reach the spinal cord at 
the level of the first to the eleventh 
thoracic segments by way of the rami 
communicantes. It is of interest, in view 
of the various procedures advocated for 
the relief of pain, to note that extensive 
communications exist among the vagus 
and superior, middle and inferior cer- 
vical cardiac nerves. Further, there are 
afferent nerves which arise in the pos- 
terior cardiac plexus and connect with 
the upper fourth or fifth thoracic sym- 
pathetic ganglions without passing 
through any of the cervical sympathetic 
ganglions. 

To summarize, all afferent impulses 
giving rise to the sensation of cardiac 
pain leave the heart by way of cardiac 
sympathetic nerve fibers and course 
to either the cervical or the upper 
thoracic sympathetic ganglions, and ul- 


timately pass to the posterior horn of 
the spinal cord over myelinated fibers 
in the rami communicantes of the upper 
thoracic nerve roots only. In the cord 
they enter the spinothalmic nerve tracts 
and in this way reach the thalamus and 
cerebrum, where the pain is referred to 
the surface dermatomes supplied by the 
irritated dorsal root ganglions. 


METHODS OF TREATMENT 


There are two methods of interrupt- 
ing the pain sensations in angina pec- 
toris. One, sympathectomy, is complete 
removal of the left cervicothoracic 
chain, including the superior cervical, 
the medial cervical and the stellate 
ganglion. This is the method of 
Jonnesco.° The other method is para- 
vertebral injection of the thoracic 
ganglion with alcohol. The question is, 
which of these methods is more suc- 
cessful? 

Considered from an anatomic point 
of view, as demonstrated by Swetlow,” 
probably the most satisfactory method 
of interrupting pain sensations in the 
hands of the average surgeon is _ bila- 
teral blocking of the dorsal ganglions 
from the first to the seventh, doing this 
at one session on both sides. In some 
cases Richardson and White” have been 
satisfied with a left unilateral injection. 
I have used this method in about ten 
cases, with fairly satisfactory results. 
According to White, who has done 
more of this work than any other Amer- 
ican observer, it is a method which 
should have precedence over all others. 
Fine and Cutler collected a series of 
cases in 1929, in which they proved the 
results were better with the alcohol in- 
jection than with the sympathectomy. 
However, it is my belief that the results 
with injection are neither as definite nor 
as lasting as those with resection of the 
entire chain on the left. 

Danielopolu’ has advised a new oper- 
ation, which is too complicated and 
hazardous. He believes that any inter- 
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ruption of the cardiac accelerator path- 
ways which transverse the stellate 
ganglion and inferior cardiac nerve is 
dangerous, but I have seen no evidence 
of this. This is proved by the experi- 
mental work of Schauer, Gross and 
Blum,"* who ran two series of experi- 
mental ligature of the anterior coronary 
artery. One series of animals were 
subjected to bilateral stellate ganglio- 
nectomy prior to ligature. Part of these 
authors’ conclusions are germane to 
this discussion; i. e., the incidence of 
auricular fibrillation and the immediate 
mortality rate were lower in the gan- 
glionectomized dogs. 

In the early days of sympathectomy 
McKenzie feared that in the absence of 
the danger signal of pain the individual 
would be tempted to hazardous over- 
activity. This has not been borne out, 
as even in the absence of pain overex- 
ertion results in a sense of distress or 
tightness in the precordium. Levine 
and Newton’ stated: “It is not impos- 
sible that freedom from attacks actually 
retards the underlying process. It is 
conceivable that repeated spasms pro- 
duce or speed up the coronary sclerosis 
that eventually leads to infarction; and 
that when the operation is successful, 
the vicious cycle is broken and longevity 
increased,” 

In the cases in which I have done 
alcohol injections there are several out- 
standing disadvantages. It is possible 
that the technic I used, which follows 
that of Swetlow™ exactly, is not per- 
fected. One of the worst sequelae of 
injections is the frequent occurrence of 
intractable intercostal neuraglia, which 
was noted in about 25 per cent of my 
cases. Two patients needed constant 
‘administration of opiates until death, 
which followed in one case in six months 
and in the other in eight months. The 
method of injection is not without 
danger. Paul White reported three 
deaths in thirty-five cases in which 
alcohol injection was used. 

It is unnecessary to describe the 
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technic of sympathectomy. Suffice to 
say, it is done under local anesthesia. 
While the operation requires careful 
anatomic dissection, it is not unduly 
difficult or prolonged. 

It is possible that a later method, re- 
ported by Paraf and Dreyfus LeFoyer® 
may be the answer. They present the 
case of a woman 71 years old who for 
six months had been suffering from at- 
tacks of angina pectoris. Cardiovascu- 
lar examination revealed aortitis with 
a systolic murmur at the base and gallop 
rhythm at the apex. The blood pressure 
was 180/80. The authors resorted to 
anesthesia of the stellate ganglion by 
the paravertebral route. The result was 
remarkable: For several weeks the 
patient had no attacks. A repeated in- 
jection was followed by similar results. 
Four months after this injection the 
patient had a cholecystectomy done 
without incident. 

The same technic was used by Cole- 
man and Bennett* for the control of 
paroxysmal tachycardia of such long 
duration that a fatal outcome seemed 
inevitable. 

In the event that the ganglion has 
been properly located and injected, there 
should be evidence of interruption of the 
sympathetic - parasympathetic balance 
producing Horner’s syndrome. 

In the face of all evidence of the suc- 
cess of alcohol injection for the treat- 
ment of angina, it is necessary to report 
individual cases in detail to prove my 
contention that left cervicothoracic sym- 
pathectomy is a method of treatment 
which should not be discarded. 

REPORT OF CASES 

Case 1. B.S., a man aged 52, was admitted 
to the Jewish Hospital Feb. 16, 1924, com- 
plaining of pain in the chest and shortness of 
breath. He first consulted ‘his physician the 
previous year, because of exceedingly severe 
attacks of angina pectoris, which were relieved 
only by the administration of morphea. These 


attacks occurred at various intervals, some- 
times daily, sometimes once or twice a week, 
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and the condition had remained unchanged to 
the time of admission. For seven years pre- 
ceding the attacks he had been suffering from 
high blood pressure, for the relief of which 
he had consulted various physicians. 

Examination showed an adipose man 
weighing 210 pounds, of ruddy complexion. 
The veins of the neck were distended. The 
patient assumed a stolid attitude and said that 
he was afraid to move for fear of bringing 
on an attack. There was evident dyspnea. 
The heart measured 11 by 3 cm.; the rate was 
84 and regular, and there were no murmurs. 
The blood pressure was 160/98. The electro- 
cardiogram showed a hypertrophied heart. A 
7 foot x-ray showed tremendous enlargement 
of the left side of the heart and dilatation of 
the aorta. Pulmonary examination gave nega- 
tive results. The Wassermann reaction was 
negative. The diagnosis was (1) angina pec- 
toris, (2) arteriosclerosis, (3) myocardial de- 
generation and (4) dilatation and hypertrophy 
of the heart. 

During the three weeks subsequent to ad- 
mission, the patient’s condition remained un- 
changed. In spite of the rest, there were fre- 
quent attacks of angina, which were relieved 
by codeine and morphea. The attacks oc- 
curred as often as fifteen to twenty times a 
day. I consider this a true case of status 
anginosis. 

On March 10 a left cervicothoracic sym- 
pathectomy was done. The usual Horner 
syndrome followed. The patient was out of 
bed in a week, and after a month returned 
to his trade, that of a tailor, for the first time 
in two years. 

This patient lived in complete comfort and 
was able to continue his work for seven or 
eight years. He suffered no recurrence of 
pain, and died of cardiac failure in 1935, eleven 
years after operation. 


Case 2. M.E., a woman aged 53, was ad- 
mitted June 10, 1924. Her chief complaint 
was severe attacks of pain in the heart, radi- 
ating down the left arm, for the last five years. 
The attacks came on at varying intervals, from 
several times a day to once or twice a week, 
at time remaining absent for a month. During 
the attacks she had the sense of impending 
death. She described the pain as gripping and 
radiating down the left arm to the finger tips. 
The attacks were at times relieved by the ad- 
ministration of amyl nitrite, at other times 
requiring morphea. 

Physical examination showed a rather cor- 
pulent woman with no thyroid enlargment, 
with dilatation of the cervical veins and evi- 
dent carotid pulsation. There was slight dysp- 
nea on exertion. The heart was enlarged; a 


slight systolic murmur was heard over the 
apex and base but was not transmitted. The 
apex beat was palpable at the fifth interspace, 
12.5 cm. to the left of the midline. At the 
third interspace the right border was 5 cm., 
and the left border 7.5 cm., from the midline. 
The blood pressure was 227/115. 

A 7 foot x-ray showed hypertrophy of the 
heart and dilatation of the aorta. The Was- 
sermann reaction was negative. The diagnosis 
was (1) hypertension with arteriosclerosis ; 
(2) cardiac hypertrophy, with possible mitral 
insufficiency, and (3) angina pectoris. 

During the week before operation, when 
the patient was in the hospital, there were 
several attacks of angina. On June 17, with 
local anesthesia induced by 1 per cent novo- 
cain, a left cervicothoracic sympathectomy was 
done, without incident. The following day 
there were enophthalmos, slight reddening of 
the conjunctiva and contraction of the left pu- 
pil. The patient was out of bed on the fifth 
day after operation and was discharged on the 
fourteenth day. During this time there were 
no anginal attacks. 

Examination on October 26 showed slight 
enophthalmos and narrowing of the left palpe- 
bral fissure. The blood pressure was 198/120. 
There were still dyspnea on exertion and at 
times a sense of fulness in the precordial re- 
gion. Since the operation there has been com- 
plete freedom from attacks of angina. The 
patient was observed until 1932, during which 
period there was no recurrence. Since then 
she has died, after an observation time of six 
years. 


Case 3. M.R., a man aged 62, has had 
several attacks of angina for the past six 
months. These are growing more frequent, 
sometimes occurring four or five times a week, 
and must be controlled by morphea. He is 
well developed and well nourished. The elec- 
trocardiogram showed inversion of the T wave. 
X-ray examination of the heart showed no 
enlargement. The blood pressure was 130 and 
rose to 170 during attacks. 

On July 9, 1928, a left cervicothoracic sym- 
pathectomy was done. The superior, middle 
and inferior ganglion were removed. Follow- 
ing operation he had no attacks of pain, and 
was discharged from the hospital on the 
twelfth postoperative day. The heart exam- 
ination by his physician in 1930, 1932 and 1937 
showed no progression of the arteriosclerosis. 

The patient remained free from pain from 
the time of operation until 1934, a period of 
six years. During the last three years he has 
developed senile eroticism, becoming much 
aroused at night. During these mental at- 
tacks he has some pain in the chest, but his 
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physician does not think this is true anginal 
pain, as it lacks the severity or reflection of 
the pain to the arm, and there is no fear of 
death. 


Case 4. M.L., a man of 62, about three 
years prior to admission had attacks of pain 
in the right precordium, within the range of 
the third to the seventh costal cartilages. After 
six months this pain shifted to the left, and 
there has been no recurrence on the right. In 
the beginning the pain was relieved by nitro- 
glycerin. Later it was typical anginal pain, re- 
ferred down the left arm. The attacks in- 
creased in frequency and now occur several 
times a day and also at night. The electro- 
cardiogram showed an inverted T wave in the 
third lead. An x-ray showed moderate car- 
diac enlargement. The blood pressure was 
132/88 ; the sounds were normal. 

On Aug. 22, 1933, a complete cervicotho- 
racic sympathectomy was done by my asso- 
ciate, Dr. Joseph D. Heiman. This was fol- 
lowed by Horner’s syndrome. The patient 
was discharged on the eighth postoperative 
day. He is still living, without recurrence of 
pain, five years after operation. 


Case 5. J.L., a man aged 63, has had 
severe anginal pain for the past eighteen 
months. In the beginning the attacks were in- 
frequent and occurred after unusual physical 
effort, but they have increased in frequency 
and severity and occur several times a day and 
at night. There is a continuous vise-like pain 
over the precordium, even between attacks. 
There is severe dyspnea on exertion; the heart 
is enlarged. The electrocardiogram showed 
marked left ventricular preponderance and a 
sharp inversion of the T wave in the first lead. 
An x-ray revealed left ventricular hypertrophy 
and moderate dilatation of the thoracic aorta. 

On Dec. 14, 1935, a complete left cervico- 
thoracic sympathectomy was done. There was 
immediate development of the Horner syn- 
drome. Following operation there was no re- 
currence of pain. The patient died a year later 
from heart disease. During his entire illness 
there was no recurrence of pain. 


Case 6. I.A., a man aged 57, was admitted 
July 16, 1935. A year before, I did a com- 
plete gastrectomy for carcinoma of the stom- 
ach. He now complains of severe precordial 
distress and attacks of pain radiating down 
the left arm. These attacks recur with great 
frequency, sometimes as often as five or six 
times daily. 

Abdominal examination, including x-ray 
study, showed no recurrence of carcinoma. 
Auscultation revealed a loud systolic mur- 
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mur at the apex. The blood pressure was 
140/80. The electrocardiogram showed an 
auricular ventricular conduction time just 
within normal limits, with a complex of low 
voltage in the first and third levels. The diag- 
nosis was (1) arteriosclerotic heart disease, 
(2) coronary sclerosis, and (3) angina pec- 
toris. 

On July 25, a complete left cervicothoracic 
sympathectomy was done. Following operation 
there was Horner’s syndrome. The pain was 
immediately relieved and did not recur until 
death, eight months later, from metastasis to 
the liver. 

The patient’s son, an intern, told me that his 
father was completely comfortable until his 
death. 


Case 7. M.M., a man aged 59, was ad- 
mitted Nov. 18, 1937. He has been in the 
hospital numerous times in the past two years, 
each time suffering from an accentuation of 
severe angina pectoris. These attacks now 
completely disable him. They occur as often 
as ten times a day. He can walk only a few 
steps without stopping, because of the severity 
of the pain in the chest, which begins in the 
precordial region and is reflected down the 
left arm. The attacks are complicated by a 
carotid sinus complex of great severity, with 
a sense of faintness and dizziness. 

Examination showed a rather well developed 
and well nourished man. The blood pressure 
was 140/90. Examination of the heart 
showed no adventitous sound. The electro- 
cardiogram showed nothing noteworthy. By 
pressure on the carotid sinus an immediate 
syncope is brought on. 

In view of the irritable carotid sinus, it was 
deemed inadvisable to do a sympathectomy 
without a preoperative test. Therefore, on 
November 24 a paravertebral block of the up- 
per fifth dorsal ganglions was done, with 1 
per cent novocain. Immediately following 
this there were cessation of attacks for about 
two days and an evanescent Horner’s syn- 
drome. As the carotid sinus complex did not 
seem to be increased in severity by the para- 
vertebral nerve block, it was deemed safe to 
do a sympathectomy, which was performed 
under local anesthesia on November 29. Fol- 
lowing operation there were Horner’s syn- 
drome and complete cessation of pain. 

This patient has regained a fair amount of 
activity. He is able to walk several blocks 
and has returned to work. He still complains 
of some sense of discomfort around the heart, 
but there is no pain. 


Comment on these casis is unnecessary, as 
they speak for themselves. I think, however, 
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they prove my point that cervicothoracic sym- 
pathectomy must remain an accepted treatment 
for angina pectoris. 


SUMMARY 


Severe angina pectoris, which is not 
relieved by medical treatment, should be 
treated surgically. Total ablation of the 
thyroid has not proved successful in the 
treatment of angina pectoris and should 
be abandoned. Remarkable results are 
achieved by either dorsal root injection 
with alcohol or cervicothoracic sym- 
pathectomy. Both these methods are 
comparatively safe—with the cessation 
of pain, the life span is increased. 
Cervicothoracic sympathectomy gives 
more lasting relief from pain. 

707 Race Street. 
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RESUME 


L’Angine de Poitrine: Traitement 
Chlirur gical 

L’angine de poitrine grave quand elle 
ne répond pas au traitement médical 
demande d’étre soignée chirurgicale- 
ment. L’ablation totale de la glande 
thyroide n’a donné aucun succes dans 
le traitement de l’angine de poitrine et 
doit étre abandonnée. On a obtenu des 
résultats remarquables par les injections 
d’alcool dans les rameaux dorsaux et 
par la sympathectomie cervicothora- 
cique. Ces deux méthodes sont rela- 
tivement sans dangers :—la suppression 
de la douleur prolonge la durée de la 
vie. La sympathectomie cervicothora- 
cique donne une suppression de la 
douleur pour une plus longue durée. 


ZUSAMMENFASSUNG 
Angina Pectoris: Chirurgische 
Behandlung 

Schwere angina pectoris, die durch 
medizinische Behandlung nicht gebes- 
sert werden kann, sollte chirurgisch 
angegangen werden. Totalentfernung 
der Schilddriise als Behandlung der 
Angina pectoris hat sich als nicht 
erfolgreich gezeigt und_ sollte nicht 
mehr angewandt werden. Bemerkens- 
werte Resultate sind sowohl bei der 
Einspritzung von Alkohol in die hin- 
teren Wurzeln als auch bei der cervico- 
thorakalen Sympathektomie — erzielt 
worden. Diese beiden Methoden sind 
verhaltnismassig sicher; mit dem Auf- 
horen der Schmerzen wird die Lebens- 
dauer erhoht. Cervicothorakale Sym- 
pathektomie bringt langerdauernde Be- 
freiung von Schmerz. 


SUMARIO 
Tratamiento de la angina pectoris 


Severa angina pectoris, la cual no se 
alivia con tratamiento médico debe ser 
tratada quirtrgicamente. Ablacion 
total de la tiroide no ha probado ser 
satisfactorio en el tratamiento de angina 
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pectoris y debe ser abandonada. Re- 
sultados remarcables han sido obtenidos 
por inyecciones de alcohol en las raices 
dorsales 6 por la simpatectomia cer- 
vicotoracica. .Ambos meétodos — son 
comparativamente digno de confianza— 
con la desaparicion del dolor la vida se 
alarga. Simpatectomia cervicotoracica 
da mas duracion de alivio para el dolor. 


RIASSUNTO 


Trattenmente chirurgico dell’angina 
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grande severita e non migliorata dil 
trattamento medico dovrebbe ricevere il 
beneficio dal trattamento chirurgico. 
L’ablazione totale della tiroide non ha 
dato risultati soddisfacenti e davrebbe 
essere abbandonata. Risultati rimar- 
chevoli sono stati ottenuti dall’iniezione 
di alcool nelle radici posteriori o dalla 
simpatectomia cervicotoracica. Questi 
metodi sono comparativamente poco 
pericolosi. Con l’attenuazione 0 scom- 
parsa della crise dolorifiche la vita é 


pectoris prolungata. La simpatectomia cervico- 
EC: r1S . . ° os . 
toracica da risultati piu duraturi. 
L’angina pectoris ricorrente con 
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Prof. G. Viola was retired at his request from 
the department of clinical medicine of the Uni- 
versity of Bologna. Prof. A. Gasbarrini, of 
Padua, has been appointed to succeed him. 


——j9—_— 


Prof. J. R. Learmouth, of Aberdeen, has been 
appointed to the faculty of surgery of the Uni- 
versity of Edinburgh. 


——() —_—_—_ 


Prof. P. Santy has been named ordinarius of 
operative surgery in the University of Lyon. 


—— () ——- 


Prof. M. Bufano, of Sassari, has joined the 
faculty of clinical medicine of the University of 
Parma. 


——9-——_——_— 


Prof, J. Garcia Otero has been appointed or- 
dinarius of clinical medicine in the University of 
Montevideo. 


Prof. Bondet, of the department of medical 
pathology and materia medica of the University 
of Montpellier, has been appointed to the chair 
of pediatrics. 


——_o90—_—__ 


Prof. R. P. Dustin, of the department of 
pathologic anatomy of the University of Mont- 
pellier, has been invited by the Belgian govern- 
ment to act as exchange professor. 


——_()——__ 


Dr. Hyman I. Goldstein, of Camden, N. J., 
was elected president of the Northern Medical 
Association of Philadelphia for 1939, 


—_——_()———- 


Dr.W. C. Alvarez and Dr. G. B. Eusterman, 
of the Mayo Clinic, were elected corresponding 
members of the Society of Gastroenterology of 
Paris (Dec. 12, 1938). 








ANALYSIS OF 537 HYSTERECTOMIES* 
JAMES E. KING, M.D., F.A.C.S., F.LC.S. 


BUFFALO 


S the mortality of an operative 
procedure declines, the indica- 
tions for its employment rise. 

When two operations accomplish prac- 
tically the same purpose, that having the 
lower mortality is the one more gen- 
erally used. A number of factors have 
made abdominal surgery much safer 
today than formerly. Chief among 
these are standardization of principles 
of surgical technic, the great improve- 
ment in anesthesia and more critical 
preoperative study and treatment of the 
patient. 

Herewith is presented a study of a 
series of 537 hysterectomies done from 
September 1930 to September 1938. 
Five hundred and nineteen of these 
were supravaginal, 16 total and 2 
vaginal. The small number of vaginal 
operations is accounted for by the fact 
that thirty years ago, following the 
trend of the times, the writer did many 
hysterectomies and removed pathologic 
adnexa by the vaginal route. The re- 
sults obtained by abdominal section dur- 
ing the past twenty years have given no 
justification for returning to the vaginal 
approach. Sixteen total hysterectomies 
is a small number when compared with 
the number of more radiéal operations 
done today. The explanation lies in the 
fact that I believe the majority of cer- 
vixes that might suggest the total opera- 
tion can be as effectively treated by post- 
operative cauterization or by radium. 

During this period of eight years, a 
total of 1,266 patients with either 
uterine tumor or functional bleeding 
were treated. Seven hundred and 
twenty-nine (57.6 per cent) were 
treated by curettage and radium, and 
the present series of 537 (42.4 per cent) 


*Read at the Second Annual Assembly of the 
of Surgeons, Philadelphia, Oct. 13, 1938. 


by hysterectomy. Of the 729 treated by 
radium, 241 had small bleeding fibroids. 
As I am concerned only with the hys- 
terectomies, the cases in which radium 
was used will not be discussed. 

Of the 537 hysterectomies, 448 were 
for fibroids. The 448 patients treated 
by hysterectomy, together with the 241 
treated by radium, give a total of 689 
with fibroids treated during the eight 
years. Of the fibroids removed by 
hysterectomy but not complicated by 
adhesions, 156 were smaller than a three 
months’ pregnancy; 83 varied in size 
from a three to a six months’ preg- 
nancy, and the remaining 59 were all 
larger than a six months’ pregnancy. 


TABLE 1 


INCIDENCE OF VARIOUS CONDITIONS IN 
537 CONSECUTIVE HYSTERECTOMIES 
PERFORMED FROM SEPTEMBER 
1930 TO SEPTEMBER 1938 


in the Uterus No. of Cases Percentage 





PibrOmyoma 525s casedoaseees 448 83.4 
Incidental Changes in All Cases: 
Endometrial hyperplasia .... 175 32.6 
PRGENORIVOSIS) 66.5.6. dia ei0.6,5.0'0 0100 127 23.6 
Atrophic endometritis ...... 96 16.0 
Adenocarcinoma ..........- 43 8.1 
MINMIGSEMTELSE” 5-4 etieiaial ste asec cas 12 PAW 
SaneaMan! <b icon ev cemteniea te 3 0.5 
In the entire series of hysterec- 


tomies, 175 uteri (32.6 per cent) showed 
endometrial hyperplasia; in 127 (23.6 
per cent) adenomyosis was found; 96 
(16 per cent) had an atrophic endome- 
trium. There were 43 cases of corpus 
carcinoma and 5 of ovarian carcinoma; 
31 cases were associated with endome- 
triosis, and finally there were 12 cases 
(2.2 per cent) of so-called metritis. 
With the exception of the cases of 
metritis, which was diagnosed clinically, 
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all others are here listed as reported by 
the pathologic laboratory. 

Metritis, just referred to, is a mis- 
nomer. There is little reason to believe 
that inflammation plays any great part 
in its occurrence. It is true that the 
pathologist finds in some of these cases 
definite hypertrophy of the uterine wall 
and sclerosis of the arteries. In other 
cases no characteristic pathologic 
change is found. There are clinical in- 
dications, however, of this condition. 
The patient complains of pelvic pain 
which is intensified on walking, riding 
in an automobile, or by any jar occa- 
sioned in stepping down. It is on 
examination, however, that the criterion 
for diagnosis is obtained. The uterus 
is always found to be markedly tender 
to pressure. When the body of the 
uterus is pressed between the fingers 
during bimanual examination, the pa- 
tient states that her pain is reproduced. 
Usually the adnexa are not tender. The 
fact that many of these cases present 
no constant pathologic feature suggests 
that at least in some of them the condi- 
tion is an expression of uterine hyper- 
esthesia and not necessarily due to 
pathologic change. Whatever the 
causative factor may be, hysterectomy, 
in my experience, is the only means of 
effecting a cure. 

Adenomyosis has long been recog- 
nized as a comparatively common con- 
dition, and this is confirmed by the fact 
that 127 uteri of the 537 removed 
showed this condition. There is still 
discussion as to why and how ade- 
nomyosis develops. There are no 
pathognomonic symptoms or physical 
findings by which it is possible to di- 
agnose clinically the condition in every 
case in which the pathologist finds it. 
Of the several theories advanced to ex- 
plain its occurrence the writer is inclined 
to agree with Sampson’s view that the 
endometrial cells are implanted in the 
uterine wall. 

In this 


series of hysterectomies 
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there were 175 (32.6 per cent) instances 
of endometrial hyperplasia. In a series 
of small fibroids treated by radium the 
writer found 71 per cent associated with 
hyperplasia. The lower percentage of 
hyperplasia in the present series is due 
to two reasons: (1) Many of the 
hysterectomies were done for conditions 
other than fibroids, and (2) most of the 
fibroids treated by hysterectomy were 
much larger than those treated by 
radium. In the larger fibroids, natu- 
rally, hyperplasia is not common. 

In the 31 cases of endometriosis the 
condition was principally of the ovary. 
Chocolate cyst of the ovary predomi- 
nated, but in some cases there was a 
generalized pelvic distribution of endo- 
metrial implants with the usual firm 
adhesions. 

There has been a decrease of post- 
operative accidents and complications in 
the past few years. It is generally 
agreed that postoperative thrombosis 
associated with infarction or pul- 
monary embolism occurs more fre- 
quently following pelvic operations than 
operations involving any other part of 
the body. Much has been written on 
thrombosis, and various explanations 
for its occurrence have been suggested. 
The number of causes that have been 
ascribed as either contributory or spe- 
cific testify to the uncertainty as to its 
etiology. I believe that obstetric throm- 
bosis and thrombosis following pelvic 
operations are due to infection in the 
vast majority of instances. In the case 
of surgical intervention, it may be due, 
though much less frequently, to trans- 
fixion of a vein. In considering mor- 
bidity from thrombosis, the surgeon too 
frequently believes that it is only when 
pulmonary infarction, embolism, or 
femoral phlebitis occurs that he is justi- 
fied in diagnosing pelvic thrombosis. I 
am much concerned when a _ patient, 
after a hysterectomy, has a persistent 
but slight rise of evening temperature, 
often with a normal pulse and a feeling 
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of well-being. Many times the cause of 
such a temperature cannot be deter- 
mined. If after ten days or two weeks 
such a temperature subsides, the sur- 
geon can only guess as to its cause. 
Should, however, a femoral thrombosis 
develop or pulmonary infarcts or em- 
bolism occur, the diagnosis is obvious. 
These end-results follow extensive 
thrombosis of the pelvic veins, and the 
clot formed is of the type that breaks 
up easily. It is generally conceded that 
femoral thrombosis and pulmonary em- 
bolism occur most frequently following 
hysterectomy for fibroid tumors, and 
that the larger the tumor the more likely 
it is that thrombosis will result. This 
is reasonable, as the larger tumors have 
larger veins, and these veins may more 
easily become infected or be more easily 
transfixed by a suture in the removal of 
the tumor. A number of suggestions 
have been made relative to the prophy- 
laxis of pelvic thrombosis. It is difficult 
to understand how one may expect much 
benefit from urging the patient to sit up 
early following a hysterectomy or from 
the patient’s moving her legs or doing 
other exercises in bed. In the writer’s 
experience, the clinical evidences of 
thrombosis are seen less frequently 
than formerly. The writer ascribes 
this to the fact that the uterine ar- 
tery and veins of each side are se- 
cured in a single ligature. A consider- 
able mass of tissue that contains the 
vessels is clamped on each side of the 
cervix. The clamped tissue is cut from 
the cervix, and a ligature is placed by 
passing a needle close to the cervical 
stump to avoid puncturing a vein. The 
mass ligation that includes artery and 
veins reduces the danger of an infection 
from the cervix extending to the clot. 
In only 13 of the 537 hysterectomies was 
there positive clinical evidence of throm- 
bosis. Eight of these patients had 
femoral phlebitis, 4 had pulmonary in- 
farcts and 1 a fatal pulmonary em- 
bolism. There were a number of in- 


stances of probable pelvic thrombosis 
that gave no definite indication of its 
presence and did not present sufficient 
evidence to justify a positive diagnosis. 


TABLE 2 
POSTOPERATIVE COMPLICATIONS IN THE 
537 CONSECUTIVE HYSTERECTOMIES* 


No.of Incidence, 


Condition Cases Percentage 
SUPOUNALION! o.c5i ei Sadan wddeediere 28 5.2 
MPG PSION G35. Yes! 3.545 ses wierieoa ren 20 3h 
SUDCULANEOUS | i650 oe sss eere 17 A 
Sa CLE a ar 3 0.5 
CEnviCale QUID: “cas ecnk casse-0% 8 i9 
Urinary Tract Conditions ....... 21 3.9 
MEME CUSUIEISE 605 shes bmdabKeg:4 16 3.0 
PVEIONEP OTIS? ici, s ves son. cvereoares 5 0.9 
Thrombosis and Embolism ...... 1 22 
Appreciable Thrombophlebitis.. 7 , 
Small Pulmonary Infarcts .... 5 0.9 
PRELCCLASIS © 55.55 ks FARES 5 0.9 
PIGUEIDM liiisacivegs avciien-e ace aes 5 0.9 
esa {eb 10000) 0-) nc a 0 0 
Intestinal Obstruction? .......... 5 0.9 
a EL et.ltaclexseroncote ate ah lotasara sce ers 3 O25 
C515) 3) Co Ae 2 0.4 
Coronary Occlusion} .......0.<05<:..2 1 0.3 

*These 77 complications appeared in 68 (12.77 


per cent) of the 537 cases. 
* Two patients were opened; all five recovered. 
{Sixth postoperative day. 


In connection with infection from the 
cervix must be mentioned an occasional 
infection that may occur beneath the 
peritoneal flaps covering the cervical 
stump. In the 519 supravaginal 
hysterectomies, it occurred 8 times. 
Aside from the rise of evening tem- 
perature, there was no indication of its 
presence. Only once have we been able 
to diagnose the condition by examina- 
tion. In this instance the cervix was 
opened and the abscess drained. Usu- 
ally after ten days or two weeks of such 
temperature, a moderate quantity of 
foul-smelling vaginal discharge occurs, 
and a return to normal temperature will 
establish the diagnosis. The germ re- 
covered is an anaerobic streptococcus. 
To eliminate cervical infection, coning 
out the canal, carbolic acid and the 
actual cautery have all been tried by 
the writer. In none of the present series 
was any of these agencies employed, an¢ 
the results are as good, if not better, 
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than when they have been. Cauteriza- 
tion of the cervix I would condemn, as 
it leaves a necrotic area that favors in- 
fection. 


ative complications there can be no 
doubt. I have not used spinal anesthesia 
for a number of years. For seven years 
avertin was used as a basal anesthetic 


TABLE 3 
FATAL CASES IN THE 537 CONSECUTIVE HYSTERECTOMIES* 


lieight, Blood 
Pathologic Conditions at Operation Age Pounds Pressure Cause of Death 
Case 1 (1932): Fibroid uterus, size 42 115 110/70 Necrosis of cerebral cortex (an- 
of 4 mo. pregnancy; no adhesions; oxemia under anesthetic) ; autopsy 
adnexa normal 
Case 2 (1933): Fibroid uterus, size 56 195 208/110 Chronic plus acute nephritis; 
of 6 mo. pregnancy, dense adhesions ; peritonitis (Staphylococcus); au- 
adnexal inflammation topsy 
Case 3 (1933): Adenocarcinoma of 64 115 210/130 Pulmonary embolism; autopsy 
fundus uteri; extensive adhesions; 
panhysterectomy done 
Case 4 (1933): Multiple small 32 132 122/60 Acute peritonitis (Streptococ- 
fibroids; small corpus luteum cyst of cus) ; autopsy 
one Ovary 
Case 5 (1934): Small fibroid; dense 74 130 195/115 Uremia (anuria); no autopsy 


adhesions; gangrenous endometrial 


cyst 


Pulmonary complications following 
hysterectomy occur much less _ fre- 
quently than formerly. Twenty-five 
years ago, pneumonia was frequently 
reported as a postoperative complica- 
tion. The deep and prolonged ether 
anesthesia of those days probably ac- 
counted for this. Furthermore, many 
of the so-called pneumonias were doubt- 
less instances of pulmonary collapse— 
a condition not then understood. In this 
series of hysterectomies there was no 
postoperative pneumonia. Five patients 
had pleurisy, the diagnosis being based 
on the friction rub and on the fact that 
there was no blood-streaked sputum or 
other indication of infarcts. There were 
also 5 patients with partial pulmonary 
collapse, all of whom recovered. 

Postoperative shock is rarely seen. 
None of the 537 patients showed any in- 
dication of it, despite the fact that it 
would have followed as a logical se- 
quence in a number of cases had ether 
been used as an anesthetic. 

That improved anesthesia has les- 
sened the occurrence of many postoper- 


*From May 1934 to September 1938, 317 consecutive hysterectomies were done, without a death. 


with nitrous oxide. Small amounts of 
ether were added if further relaxation 
was required. For the past two and a 
half years, nitrous oxide has been prac- 
tically abandoned, and cyclopropane has 
taken its place. This change to cyclo- 
propane has given the greatest satisfac- 
tion. Postoperative discomfort and 
vomiting have been greatly decreased, 
and the patients have no unpleasant 
memories of going to the operating 
room or of their anesthetic. For the 
surgeon, too, the quiet breathing and 
complete muscular relaxation make ab- 
dominal surgery much simpler. 

The writer is a firm believer in the 
value of the transverse incision for all 
pelvic surgery. Excluding the 2 vaginal 
hysterectomies, there were 535 abdom- 
inal incisions. In only 49 of these was 
the incision made in the median line. Of 
the 535 patients, 86 had had a previous 
median incision. Thirty of these were 
reopened through the old scar chiefly 
because of a broad and unsightly scar. 
In the remaining 56 cases of median 
scar, the usual transverse incision was 
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employed. In 19 others of our series a 
median incision was used because of 
(1) a tumor extending to the ensiform 
process or (2) the possibility of diffi- 
culty in delivery of a tumor suspected 
of having high and firm abdominal ad- 
hesions. The transverse incision gives 
perfect approach to the pelvis, and in- 
cisional hernia never occurs. A\ll bleed- 
ing vessels, however, must be carefully 
tied, and especially must great care be 
observed to ligate two to four muscular 
branches of the deep epigastric artery at 
the points where they emege from the 
muscle to enter the transversalis fascia. 

The mortality for simple hysterec- 
tomy in experienced hands has almost 
reached the vanishing point. In the en- 
tire series of 537 hysterectomies there 
were 5 deaths, a mortality rate of 0.93 
per cent. The last death occurred in 
May 1934, since which time there have 


been 317 hysterectomies without a 
death. 
REPORT OF FATAL CASES 
Case 1. A widow aged 42 entered the hos- 


pital for removal of a grapefruit-sized bleed- 
ing fibroid. Preoperative examination showed 
no abnormal findings except a blood count of 
3,080,000 red cells, with hemoglobin 70 per 
cent. Avertin-nitrous oxide anesthesia was 
used. The fibroid was simple and easily re- 
moved. The patient stopped breathing while 
the abdomen was being closed. Respiration 
was reestablished, and she was put to bed in 
improved condition. Two hours after opera- 
tion, she exhibited tonic spasms of the arms 
and legs. During the next few days these 
recurred, and her mind became clouded. A 
neurologist diagnosed anoxemia. The patient 
died on the twelfth postoperative day. At 
autopsy the brain showed typical areas of cere- 
bral necrosis of anoxemia. 


Case 2. A colored woman aged 56, weigh- 
ing 195 pounds, with a blood pressure of 
208/110 and a hypertensive heart, had a large 
tumor mass filling the pelvis and extending 
to the umbilicus. Preoperative studies showed 
urine with albumin 1-++, and hyaline and gran- 
ular casts. 

On operation, four days after admission, 
with use of avertin and nitrous oxide anes- 
thesia, a grapefruit-sized, interligamentous 
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fibroid was found, with extensive adhesions to 
the pelvis. There were two large cystic tu- 
mors, firmly adherent and shown to be bilateral 
hydrosalpinx. The patient died the sixth day 
after operation. Autopsy showed acute fibrino- 
purulent peritonitis, and chronic interstitial 
nephritis with acute nephritis superimposed. 
Culture of abdominal tissue showed Staphyl- 
ococcus. 


Case 3. A woman aged 64 had daily’ va- 
ginal bleeding for eight months. The blood 
pressure was 210/130. On examination a 
diagnosis of corpus carcinoma was made; the 
uterus was the size of a large orange. At op- 
eration the cervix was found to be involved 
also, and the base of the bladder was infil- 
trated. The uterus, with as much as possible 
of the carcinomatous cervix, was removed. 
The patient sat up in bed on the thirteenth 
day, but died suddenly two hours later. Au- 
topsy showed massive embolus of both pul- 
monary arteries. 


Case 4. A woman aged 32 had irregular 
vaginal bleeding for six months. Examina- 
tion showed a nonadherent, retroverted uterus, 
enlarged by a small fibroid, with a right cystic 
ovary. Supravaginal hysterectomy, with re- 
moval of the right ovary, was done. Clinically 
the condition conformed to virulent septic 
peritonitis. Death occurred after 72 hours, 
Culture of peritoneal tissue showed a virulent 
streptococcus. 


Case 5. A woman aged 74 who had a 
blood pressure of 195/115 and whose heart 
was enlarged, with a marked to-and-fro sys- 
tolic murmur, had a tender mass extending 
above the symphysis pubis. Operation was 
performed in May 1934 for an orange-sized, 
necrotic adherent ovarian cyst. This cyst was 
removed without rupture, and a hysterectomy 
was done because of the marked enlargement 
of the uterus. After operation there was al- 
most complete urinary suppression, which was 
unresponsive to treatment. Death from uremia 
occurred on the third day. No autopsy was 
permitted. 


Only a relatively small percentage of 
the cases in this series would have been 
suitable for vaginal hysterectomy. The 
reasons for this are: the size of the 
fibroids, the presence of adnexal pa- 
thology or the fixation of the uterus in 
the pelvis by adhesions. Of the 5 fatal 
cases here reported, only 1 would have 
been suitable for vaginal hysterectomy. 
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This is the case of the patient with a 
retroverted uterus and a small fibroid 
who died of peritonitis (case 4). 


COMMENT 


It is obvious that the mortality rate 
for vaginal hysterectomy is and should 
be lower than that for abdominal hys- 
terectomy. It is also obvious that gross 
pathologic conditions can be removed 
more safely and certainly more easily 
through the abdominal approach. In 
other words, all cases, with or without 
serious pathologic changes, can be taken 
care of through the abdominal route, 
while through the vaginal route the sur- 
geon must choose his cases with keen 
appreciation for the necessary factors 
in order to avoid accidents and to insure 
safe recovery of the patient. 


SUMMARY 

A series of 537 hysterectomies done 
by the author during an eight year 
period are reported. The small propor- 
tion of 16 total hysterectomies is ac- 
counted for by the author’s belief that 
the cervix can be treated pre- or post- 
operatively when disease other than car- 
cinoma exists. [Experience thirty years 
ago in the vaginal approach to pelvic 
conditions and the results now obtained 
by the abdominal approach do not jus- 
tify returning to the vaginal approach. 
In this series there were 535 abdominal 
hysterectomies. The author uses the 
transverse incision for all pelvic opera- 
tions. 

Of the 537 operations, 448 were done 
for fibroids. 

The author believes that obstetric 
thrombosis and thrombosis following 
pelvic operations are due to infection. 
Infection beneath the peritoneal flaps 
covering the cervix occurred in 8 pa- 
tients. There were no cases of post- 
operative pneumonia, 5 cases of pleurisy 
and 5 of partial pulmonary collapse. 

The mortality in the entire 537 cases 
was 5 deaths (0.93 per cent). The last 
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death occurred in May 1934, since 
which time there have been 317 hyster- 
ectomies without a death. 


RESUME 
L’ Analyse de 537 Hystérectomies 


L’auteur rapporte une série de 537 
hystérectomies pratiquées durant une 
période de huit ans. Il n’ eut que 16 
hystérectomies totales, car l’auteur croit 
que le col peut étre traité avant ou 
apres l’acte opératoire dans les cas non 
carcinomateux. Il préfére la voie 
abdominale. [1 l’employa dans 535 cas. 
Dans les operations pelviennes l’auteur 
a recours a l’incision transversale. Dans 
448 cas les malades furent opérées pour 
myofibromes utérins. D’aprés l’auteur, 
les thromboses d’origine obstétrique ou 
opératoire sont dues a l’infection. II y 
eut cing cas de pleurésie, trois d’affaise- 
ment partiel pulmonaire, aucun cas de 
pneumonie post-opératoire. Il y eut 
cing décés dans la série. Dans les 
derniers 317 cas il n’y eut aucun déces. 


ZUSAMMENFASSUNG 
Ergebnis von 537 Hysterektomien 


Der Autor berichtet tiber 537 Hyste- 
rektomien, die er wahrend 8 Jahren vor- 
genommen hat. Dass davon nur ein 
kleiner Prozentsatz von 16 Operationen 
Totalexstirpationen der Gebarmutter 
waren, ist darauf zuriickzuftihren, dass 
der Autor glaubt, dass die Cervix pra- 
oder postoperativ behandelt werden 
kann, wenn andere Erkrankungen als 
Carcinom vorliegen. Der Vergleich 
der Erfahrungen, die man 30 Jahre 
zurtick in der vaginalen Operation 
pathologischer Beckenbedingungen ge- 
sammelt hatte, mit den Ergebnissen, die 
man heut bei abdominalem Vorgehen 
erzielt, rechtfertigt die Rtickkehr zur 
vaginalen Methode nicht. . In dieser 
Serie sind 535 Falle abdominal ange- 
gangen worden. Der Autor bentitzt 
dei Querschnitt ftir alle Beckenopera- 
tionen. 448 Operationen von den be- 
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schriebenen 537 wurden wegen Myomen 
vorgenommen. 

Der Autor glaubt, dass Thrombosis, 
die nach geburtshilflichen Eingriffen 
oder Beckenoperationen auftreten, auf 
Infektion zurtickzuftihren sind. In- 
fektion unterhalb der Peritoneumlappen, 
die die Cervix deckten, trat in 8 Fallen 
auf. Postoperative Pneumonie trat 
keinmal, Pleuritis 5 mal und Teilkollaps 
der Lungen 5 mal auf. 

Mortalitat in den gesamten 537 Fal- 
len: 5 Falle (0.93%). Der letzte 
Todesfall unterlief in Mai 1934; seitdem 
wurden 317 Gebarmutterexstirpationen 
vorgenommen ohne einen einzigen 
Todesfall. 


SUMARIO 
Analisis de 537 histerectomias 


Una serie de 537  histerectomias 
hechas por el autor durante un periodo 
de ocho anos es reportada. La propor- 
cion pequena de 16 _ histerectomias 
totales es explicada por la creéncia del 
autor que el cuello puede ser tratado 
pre 6 postoperativamente cuando otras 
enfermendades que no sean carcinoma 
existe. La experiencia de hace treinta 
anos del aproche vaginal en las condi- 
ciones de la pelvix y los resultados 
obtenidos ahora a travez del aproche 
abdominal no justifica el volver al 
método de aproche vaginal. En ésta 
serie hubieron 535 incisiones abdom- 
inales. El autor usa la incisi6n trans- 
versal para todas las operaciones de la 
pelvix. De 537 operaciones, 448 fueron 
hechas por fibromas. 

Fl autor cree que la embolia obstet- 
rica y trombosis seguida operacion de 
la pelvix son debidas a infecciones. 
Infeccion debajo del colgajo peritoneal 
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cubriendo el cuello ocurrid en ocho 
enfermos. No hubieron casos de pneu- 
monia postoperativa; hubieron cinco 
casos de pleuresia y cinco de colapso 
parcial del pulmon. La mortalidad en 
los 537 casos fué de cinco (0.93 por 
ciento). La ultima muerte ocurrid en 
Mayo de 1934, y desde entonces han 
habido 317 casos de histerectomias sin 
una muerte. 


RIASSUNTO 
Analisi di 537 isterectonuie 


Viene riportata una serie di 537 is- 
terectomie eseguite dall’autore durante 
un periodo di 8 anni. La piccola per- 
centuale di 16 isterectomie totali ¢é 
dovuta al fatto che l’autore crede che la 
cervice puo essere trattata pre- o post- 
operativamente, quando esiste una con- 
dizione patologica che non sia carci- 
noma. L’esperienza di 30 anni nelle 
operazioni pelviche per via vaginale e 1 
risultati ottenuti con quelle per via ad- 
dominale non giustifican il ritorno delle 
prime. In questa serie vi sono 535 in- 
cisioni addominali. L’autore usa l’in- 
cisione trasversa in ogni operazione 
pelvica. Di 537 operazioni, 448 furono 
eseguite per fibroma. L’autore crede 
che la trombosi ostetrica e la trombosi 
secondaria a Operazione pelvica, sono 
dovute a infezione. Infezione sotto la 
membrane peritoneali che coprono le 
cervice apparve in 8 malate. Nessun 
caso di polmonite postoperatoria é€ ricor- 
dato; 5 casi di pleurite e 5 casi di col- 
lasso parziale polmonare sono riportati. 
Le mortalita nei 537 casi é di 5 (0.93 
per cento). L’ultimo decesso occorse 
nel Maggio 1934. Da questa data, 317 
isterectomie furono eseguite senza esiti 
fatali. 


ir 








PRESENT STATUS OF SURGERY OF THE 
GALL BLADDER* 


JULIEN C. PATE, M.D., F.I.C.S. 


TAMPA, 


HE high degree of attainment in 

surgical procedure and technic has 

in recent years brought about a 
shifting of emphasis throughout the 
field of surgery. Particularly is this 
change evident in surgery of the gall- 
bladder. At first, attention was natu- 
rally centered on removing the stone or 
stones, the most prominent feature, and 
conserving the organ. When experi- 
ence revealed that removal of the stones 
failed in a large number of cases to ter- 
minate the disease and that the loss even 
of a normal gallbladder was borne 
without gross disturbance, interest was 
shifted from the stones to the gallblad- 
der itself. As in other branches of 
surgery, emphasis now rests on causa- 
tion and the avoidance of operation. 
As Royster™ prophesied, the third chap- 
ter in the treatment of disease of the 
gallbladder will doubtless record the 
removal of the cause. It is estimated 
that approximately 40 per cent of the 
adult population have disorders of the 
biliary system, which in probably the 
majority of instances are at times asso- 
ciated with more or less severe symp- 
toms.** 

The gallbladder is a blind sac, con- 
nected by a duct with a second duct 
which brings the bile from the liver. 
By an ingenious arrangement of spiral 
valves and a partial sphincter, the same 
passage along which the bile flows into 
the gallbladder serves for its return, 
and it then flows on into the duodenum 
by the same route it would have taken 
had it not been diverted. The purpose 
of the excursion of the bile into this 


- * Read at the Second Annual Assembly of the 
of Surgeons, Philadelphia, Oct. 14, 1938. 
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blind sac and its sojourn there is not 
definitely determined. At first, the gall- 
bladder was regarded as a reservoir. 
Later, attention was turned to the ab- 
sorption of fluid by its walls with the 
resulting concentration of the contained 
bile, a function to which the villous 
formation of the mucosa with its abun- 
dant supply of blood and lymph pointed. 

The evacuatory action of the gall- 
bladder seems to be under the control 
of a complex mechanism, depending on 
factors outside itself as well as on the 
much disputed contraction of its walls. 
A hormone contained in intestinal ex- 
tracts, which caused contraction of the 
walls of the gallbladder in animals, was 
proposed by Ivy and Oldberg”® in ex- 
planation of the contraction and evacu- 
ation of this organ. 

Mann” suggested that the gallbladder 
acts to correlate the secretory activities 
of the liver with those of the gastro- 
intestinal tract. He concluded that the 
acid secretion of the stomach, coming 
in contact with the papilla of Vater and 
relaxing the sphincter of Oddi, releases 
the bile into the intestinal tract, whence 
the bile salts are absorbed into the blood 
and, on reaching the liver, so stimulate 
the secretion of bile that the gallbladder 
is promptly refilled. With the gall- 
badder removed, the sphincter no longer 
closes completely, and the bile dribbles 
constantly into the intestine, thus caus- 
ing this intimate secretory response to 
cease. 

The role of the gallbladder in choles- 
terol metabolism is not established. 
Their study of the strawberry gall- 
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bladder led Elman and Graham‘ to 
conclude that the gallbladder has the 
power to excrete cholesterol and that 
inflammation may accelerate this excre- 
tion; that infection, rather than stasis, 
is the primary factor in the pathogenesis 
of the strawberry gallbladder, and that 
cholesterol in the process of excretion 
becomes stored under the mucosa when 
the limit of absorption of bile has been 
reached. Their conclusions contradict 
the older theory that the gallbladder 
normally absorbs cholesterol.  Illing- 
worth”’ observed that the cholesterol in 
the bile does not stand in constant rela- 
tionship to the cholesterol of the blood. 

When attention was shifted from the 
stones to the inflammatory changes in 
the walls of the organ containing them 
and, consequently, to infection, analogy 
with the vermiform appendix was un- 
escapable. Removal of this blind sac 
with dispensable function, readily har- 
boring infection that tended to produce 
serious consequences, was to many sur- 
geons the logical procedure. “Take it 
out and be through with it!” was, how- 
ever, a response less convincing to the 
comparative anatomist and to the 
physiologist, who saw in the gallblad- 
der, not a vestigial or retrograde organ 
like the appendix, but one the function 
of which is susceptible to influence by 
hygienic, dietetic, medicinal and me- 
chanical measures. DuBose* noted the 
astonishingly large number of gall- 
bladders removed chiefly because of the 
analogy with the appendix, and the con- 
sequent high mortality. The failure of 
cholecystectomy reported in an appre- 
ciable percentage of cases indicates that 
removal of the gallbladder by no means 
insures that the patient is entirely 
“through with it.” 

In consequence, consideration has 
been drawn to the relative importance 
of other parts of the biliary tract, espe- 
cially the liver, in disease of the gall- 
bladder, and the gallbladder is coming 
to be regarded as only one of the organs 
responsible for the symptoms of this 


disease, perhaps not even the one pri- 
marily affected. From his experimental 
work Brown’ concluded that cholecysti- 
tis does not exist unless inflammatory 
lesions are present in the liver. This 
view tends to confirm the presence of a 
preexisting hepatic infection that 
spreads to the wall of the gallbladder 
through the lymphatic vessels, and 
would explain the frequency of cho- 
lecystitis as a sequel to or associated 
with remote inflammatory lesions of the 
portal system, such as appendicitis, 
typhoid and peptic ulcer. 

Morbid changes in the liver ‘may 
exist when the gallbladder is not grossly 
diseased. Judd’ in a number of cases 
observed striking changes in the liver 
with little sign of disease in the gall- 
bladder when he operated expecting to 
find definite evidence of cholecystitis. 
Referring to that chapter in surgery of 
the gallbladder devoted to removal of 
the cause, Royster™ stated: “Such ob- 
servations lead us to wonder if, after 
all, the liver may not furnish the scene 
for our third chapter. Just whether the 
hepatic pathology should be regarded as 
the prologue or the final act of the 
drama is the problem.” With increas- 
ing frequency the thought is expressed 
that the further progress of this branch 
of surgery is bound up with the secrets 
of the physiology of the liver. 

As yet there is little substantial 
knowledge about this organ, both im- 
mediately before and subsequent to 
surgical intervention. As Heyd™ ob- 
served, the multiplicity of its functions 
and the inadequacy of any test to reveal 
the degree of their activity render the 
preoperative appraisal of hepatic func- 
tion difficult; also, a condition of liver 
insufficiency, described by numerous 
continental observers, eludes definite de- 
termination in terms of any specific 
form of hepatic deficiency as measured 
by standards available at the present 
time. Nevertheless, the liver is always 
involved, whether disease of the biliary 
tract terminates in damage to this or- 
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gan, or is preceded by such dam ge, as 
Graham" ‘ and others believe. Boyce, 
Veal and McFetridge’ concluded that 
the surgeon who operates on the gall- 
bladder operates vicariously, as it were, 
on the liver, frequently with conse- 
quences out of all proportion to the 
apparent ease of the surgical act, for 
the liver, despite its enormous regenera- 
tive powers, cannot endure such insults 
as are often initiated by the original 
disease and carried beyond the point of 
tolerance by the operation to relieve it. 

Because of its close anatomic relation- 
ship with the gallbladder the pancreas 
is to be considered in disease of that 
organ. In more than half of the cases 
of cyst of the pancreas and in the ma- 
jority of the cases of hemorrhagic 
pancreatitis that came under their 
observation Judd, McIndoe and Mar- 
shall’* found a stone or stones in the 
gallbladder. It is well recognized that 
the removal of an associated calculous 
gallbladder has a_ beneficial effect on 
diabetes 

Whether chronic cholecystitis, with 
or without stones, and the strawberry 
gallbladder are to be regarded as local 
disorders or as conditions related to a 
more general disorder is one of the chief 
problems of present-day surgery of the 
gallbladder. While the late results of 
surgical treatment in these cases, taken 
as a whole in large groups, is gratifying, 
the prognosis in the individual case is 
uncertain. Despite seemingly favorable 
indications, there are failures: also, 
brilliant successes occur in the face of 
a lack of demonstrable pathologic 
changes in the removed gallbladder. 


SURGICAL TREATMENT 


Analysis of the ultimate results of 
surgical treatment of the gallbladder 
has led to the consensus that the straw- 
berry gallbladder with stones and the 
gallbladder giving evidence of severe 
calculous cholecystitis are the types 
most successfully treated by cholecystec- 
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tomy. This radical form of treatment 
has been increasingly less successful in 
other types in the order named: the 
gallbladder showing severe cholecysti- 
tis without stones, the strawberry gall- 
bladder without stones and_ the gall- 
bladder in which mild cholecystitis is 
present. In a study of 300 cases in- 
vestigated more than five years after 
operation, Synhorst* reported good 
results in 87.8 per cent of cases of straw- 
berry gallbladder with stones and 67.4 
per cent without stones, in 81.2 per cent 
of cases of severe cholecystitis with 
stones and 70 per cent without stones. 


The percentages of favorable late 
results reported by Judd and_ his 
associates” were: 96 for strawberry 


gallbladder with stones, 93 for severe 
cholecystitis with stones, 88 for non- 
calculous cholecystitis and 87 for 
strawberry gallbladder without stones. 
They noted that the diagnosis was 
not definite in most of the cases of 
mild cholecystitis in which cholecys- 
tectomy failed. Summarizing the re- 
ports of the late results of cho- 
lecystectomy in 2,222 traced patients 
represented in 13 series reported in the 
literature, Sanders*® noted that 1,699 
(76.4 per cent) were classified as well, 
321 (14.5 per cent) as improved, and 
145 (6.5 per cent) as unimproved. 
After reviewing 6,000 cases reported in 
the literature, Mackey” concluded that 
cure or improvement after cholecystec- 
tomy may be expected in nearly 90 per 
cent of cases of cholelithiasis and in ap- 
proximately 80 per cent of those of 
cholecystitis without stones. In general, 
then, as Kunath® observed, the percent- 
age of good results rises steadily as the 
pathologic processes in the gallbladder 
become more advanced. It has been my 
experience that the extent of the disease 
of the gallbladder bears a: definite re- 
lation to the ultimate result after 
cholecystectomy and that relief is most 
striking after removal of the strawberry 
gallbladder with stones. If in the future 
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earlier cholecystectomy is to stop the 
progress of cholecystitis before the 
stone-forming stage is reached, diag- 
nostic art must accept the challenge to 
show continued improvement. 

Since it appears, then, that the patient 
with a diseased gallbladder has an ex- 
cellent chance of a satisfactory sympto- 
matic result if this organ is removed, 
the problem resolves itself into one of 
accurate diagnosis. Numerous observ- 
ers” have concluded that symptoms are 
much more to be relied on than either 
cholecystographic evidence or _ the 
pathologic report. Biliary colic, it is 
generally agreed, is the indication par 
excellence for cholecystectomy as well 
as the preoperative symptom most likely 
to be relieved by this procedure. Just 
as the highest percentage of cures oc- 
curs in patients having typical biliary 
colic without dyspepsia, so the lowest 
occurs in those having dyspepsia but 
no colic.*” Halberg'® observed that the 
percentage of relief is likewise low in 
cases in which neurosis, nervous ex- 


haustion or migraine is present. In re- 
viewing the dilemma of unrelieved 


symptoms, Cabot* strongly protested 
against the practice of operating to re- 
lieve abdominal pain first and sending 
the patient for neurologic examination 
afterward. 

The relatively high percentage of 
cures in the group of patients with 
normal or nearly normal gallbladders 
discourages the surgeon from placing 
too much prognostic value on the 
pathologic report. The histologic 
changes in the wall of the gallbladder 
do not always afford an accurate index 
of the symptoms the organ has produced 
or of the benefits that may result from 
cholecystectomy, for in many cases 
there appears to be a condition of ab- 
normal mechanism or disturbed func- 
tion without anatomic change.” 

In a large number of cases the 
cholecystogram is a reliable aid in 
diagnosis. Kunath*® found cholecys- 
tography accurate in well over 90 per 
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cent of the 200 cases in the series re- 
cently reported by him. Meranze, 
Salzmann and Meranze™ made correct 
diagnoses from cholecystographic stud- 
ies in 82.7 per cent of their series of 
58 cases. Cholecystography has a two- 
fold object: (1) to reveal the presence 
of stones and of new growths and (2) 
to suggest interference with the func- 
tion of the gallbladder. In interpreting 
the cholecystogram, it is to be remem- 
bered that it is not the gallbladder but 
the dye-impregnated bile it contains 
that is being photographed. Despite 
numerous sources of error, both tech- 
nical and interpretative, cholecystog- 
raphy has made the diagnosis of chronic 
cholecystitis much more common and 
has brought about a gradual acceptance 
of a broader symptomatology in disease 
of the gallbladder. 

The trend of opinion seems to favor 
waiting until an attack of cholecystitis 
has subsided before operating. Wilson, 
Lehman and Goodwin” concluded that 
the desirability of early operation in 
acute cholecystitis is not proved when 
measured by mortality rates. On the 
other hand, Meranze and his associ- 
ates” observed that the results of 
cholecystectomy on the 22 patients pre- 
senting acute gangrenous, acute ulcera- 
tive or an acute exacerbation of chronic 
cholecystitis in their series of 133 
patients indicated that a radical opera- 
tion as soon as the patient has been ade- 
quately prepared is the desirable mode 
of treatment. 

Jaundice presents numerous prob- 
lems. Determination of the type of 
jaundice is one major problem, since 
only in the obstructive type can surgical 
intervention on the gallbladder and 
ducts be expected to give satisfactory 
results. Certainly jaundiced patients 
should have the benefit of every known 
procedure to counteract damage to the 
liver and improve coagulation of the 
blood.” 

Although by no means settled, the 
controversy over the relative merits of 
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cholecystectomy and_ cholecystostomy 
seems to have abated with the assigning 
of a definite field to each procedure. 
Experience is clearing away the chief 
objections to the more radical operation, 
high mortality in particular, and points 
to cholecystectomy as the operation of 
choice in most instances.” 

It is being recognized more and more 
that it is best to close the abdomen at 
once after cholecystectomy, provided 
drainage is not necessary. Judd’™ 
stated: “In doing cholecystectomy for 
chronic cholecystic disease we _ fre- 
quently close the wound without drain- 
age. We feel that this is a perfectly safe 
procedure if the cystic duct and cystic 
artery have been accurately ligated, if 
the gallbladder fossa has been carefully 
sutured, and if the operative field is 
dry.” Sanders” summarized the liter- 
ature pertaining to postoperative drain- 
age. Fowler® concluded that in spite of 
the temptation not to drain, it is wiser 
to do so, and Thorek*™ observed that 
the best drainage of the biliary system 
is that which follows continuously after 
cholecystectomy through the common 
duct into the duodenum. 

The operation for anastomosis of the 
gallbladder, or common duct to the 
stomach or duodenum, has been brought 
to a high degree of technical perfection. 
Its value is strictly limited, however, 
because ascending infection is prac- 
tically certain to follow, and it should, 
therefore, be performed only when 
there is an obstruction of the common 
duct that cannot be overcome. Even 
then, the surgeon should first assure 
himself of the permeability of the cystic 
duct. 

Estes,* Gatch’? and others” described 
modifications of cholecystectomy that 
may conceivably have a place in surgery 
of the gallbladder. Recently, Thorek” 
described electrosurgical obliteration of 
the gallbladder as a procedure so suit- 
able for both simple and complicated 
cases of disease of this organ that it 
reduces mortality to a minimum. 
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Although surgeons now agree that an 
infected gallbladder is incapable of be- 
ing restored to normal function and may 
also act as a focus of infection,” never- 
theless the benefit to the patient from 
its removal is in the individual case 
always problematic. Not only the 
changed content and the involvement of 
the walls of the diseased gallbladder, 
but also the associated involvement, for 
which it may be partly responsible, of 
the pericholecystic structures, determine 
the degree of disability the patient may 
suffer from it. Since the infected wall 
of the gallbladder does not tend toward 
spontaneous cure as do the neighboring 
structures, it may become the keystone 
of the arch that maintains the disease, 
whether originally the site of the initial 
infection or at any given time the site 
of the greatest involvement. It seems 
reasonable to assume, therefore, that 
the removal of the gallbladder under 
such conditions could have the happiest 
results for the patient. Judd and 
Priestly’ observed that emphasis on 
the gallbladder as a focus of infection 
has led not infrequently to cholecystec- 
tomy for the sole purpose of influencing 
favorably the healing of lesions else- 
where in the body. 

Good results are sometimes obtained 
by the removal of a gallbladder that ap- 
pears normal at operation. Such a 
situation calls for fine surgical judg- 
ment that is not to be based alone on a 
momentary glimpse within the abdomen: 
but on a thorough preliminary inves- 
tigation as well, with properly corre- 
lated clinical and cholecystographic 
evidence serving as the determining 
factor in ascribing symptoms to the gall- 
bladder. Judd’’” concluded that a nor- 
mal gallbladder should be removed if 
primary hepatitis or pancreatitis is 
proved. In the series of cases studied 
by Kunath®” 24 per cent of the patients 
with gallbladders normal histologically 
reported themselves cured by cholecys- 
tectomy. He concluded the relief of 
symptoms in these cases may have been 








PATE — SURGERY OF GALLBLADDER 


due to incidental appendectomy, the 
psychotherapeutic effect of a laparotomy 
or to other causes not directly attribu- 
table to the gallbladder. Removal of 
the gallbladder is by no means to be 
regarded as a cure-all for disease of 
the biliary tract or for more remote 
lesions, and removal of a normal gall- 
bladder owing to a general notion that 
it is as well out as in is certainly un- 
justifiable. 

The inevitable sequel to the loss of 
the gallbladder is dilatation of the com- 
mon duct and the hepatic duct and all 
their pedicles. Thus a disturbance of 
the entire biliary circulation ensues. 
Gibbon” asserted that the surgeon is 
justified in bringing about these changes 
only if the gallbladder is definitely dis- 
eased. The physiologic disturbances 
following the removal of a functioning 
gallbladder are undoubtedly greater 
than those taking place gradually when 
the biliary system, particularly the liver, 
loses the function of the gallbladder 
little by little through disease. Once a 
sound knowledge of the common mor- 
bid physiologic changes occurring in the 
biliary tract is mastered, improvement 
in the treatment of the stoneless gall- 
bladder may take the form of more in- 
telligent medical management. 

A fourth chapter in surgery of the 
gallbladder may well be directed toward 
training young surgeons to recognize 
the strategic position of the gallbladder 
in the complicated biliary syndrome. 
Adequate exposure of the field of opera- 
tion in surgical treatment of the gall- 
bladder, so that the important anatomic 
landmarks are constantly visible, should 
be emphasized also, for it avoids injury 
to the ducts and lessens postoperative 
sequelae. However, before the third 
chapter, revealing the cause and how it 
may best be removed, is completed, 
more knowledge of the precipitating 
factors of disease of the gallbladder, 
both with and without stones, and bet- 
ter understanding of disordered states 
of the liver, of the relation of the gall- 
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bladder to neighboring structures and 
of cholesterol metabolism must _ be 
acquired. 


SUMMARY 


Emphasis in surgery of the gallblad- 
der has been shifting from removal of 
the stones to removal of the gallbladder 
itself. Present emphasis rests on causa- 
tion and the avoidance of operation. 

The gallbladder has often been re- 
moved because of inflammatory changes, 
and its analogy to the vermiform ap- 
pendix has been pointed out. It may be 
a focus of infection for the entire biliary 
tract. 

In diagnosis, clinical symptoms are 
more to be relied on than cholecysto- 
graphic or histologic evidence. 

In regard to jaundice, only the ob- 
structive type responds satisfactorily to 
operation on the gallbladder and ducts. 

Cholecystectomy is the operation of 
choice in most cases. The end-results 
are best in cases of strawberry gallblad- 
der with stones and those of gallbladder 
with evidence of severe calculous 
cholecystitis. Among substitute pro- 
cedures for cholecystectomy is Thorek’s 
electrosurgical obliteration of the gall- 
bladder. 


First National Bank Building. 


BIBLIOGRAPHY 


1. Boyce, F. F.; Veal, J. R., and McFetridge, 
E. M.; An Analysis of the Mortality of Gall-Bladder 
Surgery, with a Special Note on the So-Called Liver 
Death; Based on 404 Consecutive Surgical Cases and 
100 Consecutive Surgical Deaths in the New Or- 
leans Charity Hospital, Surg., Gynec. & Obst. 63 :43- 
53 (July) 1936. 

Brooks, C. D.: Modern Surgery of the Biliary 
Tract, J. Michigan M. Soc. 37: 25-29 (Jan.) 1938. 

3. Brown, cited by Royster.24 

4. Cabot, H.: The Avoidance of Surgical Opera- 
tions in Patients with Certain Types of Personality, 
Ann. Clin. Med. 5:5-8 (July) 1926. 

5. Doran, W. T.; Lewis, K. M.; Denneen, E. V., 
and Hanssen, E. C.: Gall-Bladder Surgery; a Re- 
port of Two Hundred Consecutive Operated Cases 
of Gall-Bladder Disease, Ann. Surg. 98 :321-332 
(Sept.) 1933. 

6. DuBose, cited by Royster.24 

7. Elman, R., and Graham, E. A.: The Patho- 
genesis of the “Strawberry” Gallbladder (Cholester- 
osis of the Gallbladder), Arch. Surg. 24:14-22 (Jan.) 
1932. 








136 


8. Estes, W. L., Jr.: (a) Partial Cholecystectomy, 
Tr. South. S. A. 42:102-109, 1930; (b) Partial Chol- 
ecystectomy, Arch. Surg. 36:849-857 (May) 1938. 

9. Fowler, R. S.: Cholecystectomy Without 
Drainage, Ann. Surg. 93:745-748 (March) 1931. 

10. Gatch, W. D.: Chemical Cholecystectomy, 
Tr. South. S. A. 42:110-114, 1930. 

11. Gibbon, J. H.: Review of the Operations 
Done on the Gallbladder and Ducts, Ann. Surg. 
90 :367-372 (Sept.) 1929. 

12. Graham, R. R.: (a) Lowering the Mortality 
After Operations on the Biliary Tract, Illinois M. 
J. 60:196-202 (Sept.) 1931; (b) Surgical Therapy 
in Gall Bladder Disease, Canad. M. A. J. 30:119-123 
(Feb.) 1934; footnote 23. 

13. Halberg, cited by Judd, McIndoe and Mar- 
shall.18 

14. Heyd, C. G.: Complications of Gallbladder 
Surgery, Ann. Surg. 105:1-8 (Jan.) 1937. 

15. Illingworth, cited by Royster.?4 

16. Ivy and Oldberg, cited by Royster.*4 

17. Judd, E. S.: (a) Sequelae and Accidents of 
Biliary Surgery, New England J. Med. 199 :712-716 
(Oct. 11) 1928; (6b) Problems Encountered in Op- 
erations on the Gallbladder and Bile-Ducts, Jour- 
nal-Lancet 47:97-99 (March 1) 1927. 

18. Judd, E. S.; McIndoe, A. H., and Marshall, 
. M.: Surgery of the Biliary System, in Lewis, 
D.: Practice of Surgery, Hagerstown, Md., W. F. 
Pryor Co., 1932, vol. 7, chap. 1. 

19, Judd, E. S., and Priestley, J. T.: Ultimate 
Results from Operation on the Biliary Tract, J. A. 
M. A. 99:887-891 (Sept. 10) 1932. 

20. Kunath, C. A.: The Stoneless Gallbladder ; 
an Analysis of One Hundred Cases Treated by 
Cholecystectomy, J. A. M. A. 109:183-187 (July 17) 
1937, 

21. Mackey, W. A.: Cholecystitis Without Stone: 
Investigation of Two Hundred and Sixty-Four Op- 
erated Cases from the Clinical, Radiological and 
Pathological Aspects, Brit. J. Surg. 22:274-295 
(Oct.) 1934. 

22. Mann, cited by Judd, McIndoe and Marshall.!8 

23. Meranze, D. R.; Salzmann, H. A., and 
Meranze, T.: Surgical Disease of the Gallbladder; 
Clinical and Pathologic Review of Disease in 133 
Patients Operated on at Mount Sinai Hospital, with 
Follow-up Studies, Arch. Surg. 35 :87-98 (July) 1937. 

24. Royster, H. A.: Chapter III in Gallbladder 
Disease, M. J. & Rec. 132:232-237 (Sept. 3) 1930, 
and Tr. South. S. A. 42:115-128, 1930. 

25. Sanders, R. L.: The End Results in Five 
Hundred Cases of Cholecystectomy, Tr. A. Resid. 
& ex-Resid. Physicians, Mayo Clin. 10:62-70, 1930, 
and Ann. Surg. 92:376-387 (Sept.) 1930; Gall Blad- 
der Surgery, South. Surgeon, 1933. 

26. Synhorst, cited by Judd, McIndoe and Mar- 
shall.18 

27. Thorek, M.: (a) Electrosurgical Oblitera- 
tion of the Gallbladder; Seventy-Five Consecutive, 
Unselected Cases Without Mortality, J. A. M. A. 
103:169-174 (July 21) 1934; (b) Cholecystelec- 
trocoagulectomy Without Drainage in the Treatment 
of Gall Bladder Disease, Illinois M. J. 64:425-439 
(Nov.) 1933; (c) Electrosurgical Obliteration of 
Gall Bladder Without Drainage as a Means of Re- 
ducing Mortality (Report of 201 Consecutive Un- 
selected Cases), Am. J. Surg. 32:417-434 (June) 
1936. 

28. Wilson, W. D.; Lehman, E. P., and Goodwin, 
W. H.: Prognosis in Gallbladder Surgery, J. A. 
M. A. 106 :2209-2213 (June 27) 1936. 

29. Cited by Kunath.2° 

30. Cited by Estes.8> 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


RESUME 
La Chirurgie de la Vésicule Biliare 


Premierement on a enlevé les calculs 
biliares, puis on a eu recours a l’enleve- 
ment de la vésicule biliare. De nos 
jours, on se préoccupe beaucoup plus 
des causes déterminantes et d’éviter les 
mesures operatoires. 

On a enlevé la vésicule biliare pour 
changements inflammatoires. On a 
signalé son analogie avec l’appendice 
vermiforme. La vésicule biliare peut 
étre un foyer d infection pour tout 
lappareil biliare. Les symptomes 
cliniques doivent prévaloir sur les 
témoignages radiographiques et his- 
tologiques. Dans lictére obstructif, 
intervention sur la vésicule biliare et 
les conduits donne de bons résultats. 

La cholecystectomie est lopération 
de choix. On peut substituer a la 
cholecystectomie l’obliteration electro- 
chirurgicale de la vésicule biliare par la 
méthode de Thorek. 


ZUSAMMENFASSUNG 
Chirurgie der Gallenblase 


Das Ziel der Gallenblasenchirurgie 
hat sich verschoben von der Entfernung 
der Gallensteine zur Entfernung der 
Gallenblase selbst. Augenblicklich ist 
das Interesse auf die zugrundeliegenden 
Ursachen und die Vermeidung von 
Eingriffen gerichtet. 

Die Gallenblase ist oft der entztind- 
lichen Veranderungen wegen entfernt 
werden und es ist auf ihre Analogie mit 
dem Blinddarm hingewiesen. Sie kann 
einen Entztindungsherd fiir das gesamte 
Gallengangssystem _ darstellen. 3e1 
Stellung der Diagnose kann man sich 
mehr auf die klinischen Symptome als 
auf die cholecystographischen oder 
histologischen Befunde varlassen. Was 
Gelbsucht anbetrifft, so spricht nur der 
obstruktive Typ befriedigend auf Gal- 
lengang und -Blasenoperation an. 

Cholecystektomie ist die gegebene 








PATE — SURGERY OF GALLBLADDER 


Operation in der Mehrzahl der Falle. 
Die Endresultate sind die besten in 
Fallen von “Erdbeer”-Gallenblase mit 
Steinen und in Fallen von schwerer 
Gallenblasenentztindung mit Steinen. 
Unter den Operationen, die die Cho- 
lecystektomie ersetzen, ist Thoreks 
elektrochirurgische Verddung der Gal- 
lenblase zu erwahnen. 


SUMARIO 
['stado presente de la cirugia de la 
vesicula biliar 


Enfasis en cirugia de la vesicula biliar 
ha sido cambiada de la extracion de las 
piedras a la extirpacién de la vesicula 
biliar en si. El énfasis presente con- 
sidera las causas y la posibilidad de 
evitar operaciones. La vesicula biliar ha 
sido a menudo extirpada debido a 
cambios inflamatorios, y su analogia a 
la apendice vermiforme ha sido con- 
siderada. Ella puede ser un foco de 
infeccion para todo el tracto biliar. En 
el diagnostico, los sintomas clinicos 
tienen que considerar mas la colecisto 
grafia 6 evidencias histologicas. Con 
respecto a ictericia, solamente el tipo 
obstructivo responde satisfactoriamente 
a la operacion en la vesicula biliar y 
conductos. 

Colecistectomia es la operacion a 
escojer en la majoria de los casos. Los 
resultados finales son los mejores 
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cuando la vesicula biliar es a tipo de 
fresa con piedras y en casos con evi- 
dencia de colecistitis calculosa severa. 
Entre los procedimientos a sustituir la 
cholecistectomia esta la _ obliteracion 
electroquirurgica de la vesicula biliar 
del Dr. Thorek. 


RIASSUNTO 
Chirurgia della cistifellea 


Nella chirurgia della cistifellea si é 
spostata dalla rimozione dei calcoli alla 
colecistectomia. Al presente l’emfasi é€ 
sulle cause etiologiche e le possibili 
probabilita di evitare l’intervento. La 
cistifellea € spesso rimossa per processi 
infiammatorii analoghi, a quelli dell’ap- 
pendici vermiforme. In tali casi puod 
essere un focolaio di infezione per I’in- 
tero tratto biliare. Nella diagnosi, la 
sintomatologia clinica dove essere tenuta 
in maggiore considerazione dei reperti 
colecistografici. In riguardo dell’ittero 
soltanto il tipo ostruttivo risponde bene 
ad interventi sulla cistifellea e dotti. 

La colecistectomia é l’operazione pit 
indicata. I megliori risultati si ot- 
tengono nei casi di colesterosi (cistifel- 
lea a fragola) e nei casi di colecistite 
calcolosa. Tre i procedimenti di sosti- 
tuzione della colecistectomia é degno di 
menzione il metodo Thorek di oblitera- 
zione elettrochirurgica. 








EXCISION OF THE TOTAL LEUKOPLAKIC AREA OF 
THE TONGUE 


HAMILTON BAILEY, F.R.C.S. (Eng. ) 
Surgeon, Royal Northern Hospital 
LONDON, ENGLAND 


KUKOPLAKIA - glossitis, when [nto the under surface of the tongue to- 
fully established (fig. 1), is a de- ward the tip are placed two silkworm 
pressing condition. Careful con- 

servative measures combined, in neces- 
sary cases, with antisyphilitic treatment, 
effect little or nothing in the way of im- 
provement. All that can be hoped for 
is the prevention of further inroads of 
the pathologic process. In spite of 
watchful care, carcinoma sometimes de- 
velops in one of the diseased areas, and 
every clinician knows how difficult it is 
to persuade some of these patients to 
attend clinics regularly. Faced with 
such doleful potentialities the surgeon 
welcomes a method which will eradicate 
this progressive disease. 





Fig. 2. An incision is made around the edges of 
the tongue, mapping out the diseased area. 


gut stitches; these stay sutures are used 
to draw the tongue out still farther and 
to stretch it somewhat transversely. 
With an ordinary scalpel an incision 
about 4% inch (0.64 cm.) deep is made 
around the edge of the tongue (fig. 2). 
This is an important step, for by this 
incision the diseased areas at the side of 
the tongue are marked out in order that 
they may be subsequently removed with 
the dorsum. Poirier’s forceps is made 
to grasp the superficial edges of the cut, 
and in this way the whole area to be re- 
I have been well pleased with the end- moved is mapped out. 
results of excision of the whole dorsum Taking a very sharp Syme’s knife, or 
of the tongue by the following method. skin-grafting razor, one commences the 
process of removing a slice which in- 
TECHNIC OF OPERATION cludes the whole of the diseased area. 
Intratracheal anesthesia is employed, The piece removed should be about 1% 
and the pharynx is packed. The jaws inch in thickness (fig. 3). It is better 
are gagged and the tongue drawn out. to take away a little too much than too 





Fig. 1. Leukoplakia glossitis. 
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Fig. 3. Specimen showing portion of tongue re- 
moved. 





Fig. 4. The dorsum of the tongue is removed inch 
by inch, deep sutures being placed as the removal 
proceeds. 


little, for if the slice is too thin it tears 
away, and a reasonably thick slice aids 
in the subsequent plastic repair. The 
process of slicing is conducted in stages. 
About 1 inch (2.54 cm.) is first severed. 





Fig. 5. Appearance two years after removal of the 
dorsum of the tongue. The specimen removed in 
this case is shown in figure 3. 


Bleeding is copious, but this is con- 
trolled by deep stitches of no. 3 catgut 
introduced in such a way as to approxi- 
mate the lateral cut edges in the middle 
line. Inch by inch this process is re- 
peated (fig. 4) until one reaches the 
back of the tongue. Taking a smaller 
scalpel, one cuts a V corresponding to 
the circumvallated papillae. The process 
of removing the slice is continued until 
the V-shaped incision is reached. It is 
usually possible to almost cover the de- 
nuded back of the tongue by approxi- 
mating the mucous membrane at the 
sides with that of the extreme base. 

Being assured that there is no bleed- 
ing, especially at the back, one cuts short 
the posterior sutures, but a few anterior 
ones remain in order that, the tongue 
may be drawn forward while the patient 
is coming round from the anesthetic. 
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COMMENT 


There is very little pain in the after- 
stages, and a surprisingly mobile, rather 
narrow, elongated tongue results (fig. 
5). Ina few weeks the patient speaks 
clearly and, what is remarkable, all 
these patients appreciate taste. I have 
been at a loss to explain this, as the 
taste buds are removed. 


SUMMARY 


A technic for total excision of the 
dorsum of the tongue in patients with 
leukoplakia glossitis is described, in 
which an incision is made marking out 
the diseased area and removal is done in 
stages. Speech and taste are unim- 
paired. 


RESUME 


Excision totale des plaques 
leucoplasiques de la langue 


[auteur décrit une technique pour 
l’excision totale de la surface dorsale de 
la langue dans les cas de glossite leuco- 
plasique. L’ablation des parties malades 
est faite en plusieurs temps. Le gotit 
et la parole ne sont aucunement lésés. 
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ZUSAMMENFASSUNG 


Radicale Entfernung von Leukoplakien 
der Zunge 


Ein Verfahren zur totalen Entfer- 
nung von Leukoplakien des Zungen- 
ruickens wird beschrieben; die erkrankte 
Stelle wird umschnitten und die Entfer- 
nung wird Schritt bei Schritt vorge- 
nommen. Sprach- und Tastvermogen 
werden nicht beeintrachtigt. 


SUMARIO 


Excision del area total leucoplacica 
de la lengua 


Una técnica para la excision total del 
dorso de la lengua en enfermos con 
glositis leucoplasica es descrita, en la 
cual la incision es hecha marcando el 
area enferma y la extirpacion es hecha 
en tiempos. EI habla y el gusto no son 
perturbados. 


RIASSUNTO 


Escissione di leucoplasia totale 
della lingua 


Viene discusso un nuovo procedi- 
mento operatorio per l’escissione totale 
della superficie dorsale della lingua, in 
malati di glossite leucoplasica. L’aspor- 
tazione delle parti affette viene eseguita 
in diversi tempi. L’attivita mottoria e 
gustativa della lingua rimane illesa. 
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EXTRAPLEURAL THORACOPLASTY ~ 


FURTHER EXPERIENCES WITH A MUSCLE-SPLITTING OPERATION* 


JEROME R. HEAD, 


Ainoe., BED; FILS. 


CHICAGO 


T the beginning of the twentieth 
century the collapse therapy of 
pulmonary tuberculosis was tot- 

tering on unsteady legs —a_ feeble 
orphan of no appreciable expectancy. 
Murphy had abandoned the use of arti- 
ficial pneumothorax, Lemke had died, 
and Forlanini had published nothing 
since 1894. The few thoracoplasties 
which had been performed by Quincke, 
Spengler, Landerer and others had con- 
sisted in the removal of lateral segments 
of ribs directly over cavities and had 
accomplished little. 

It is probable that the principle would 
have survived and developed in spite of 
its inauspicious start, but that it took on 
new life when it did and developed so 
rapidly to its present stature is due 
chiefly to the insight, the enthusiasm 
and the energy of Ludwig Brauer. 
Brauer, an internist and phthisiologist, 
read Murphy’s 1898 article and started 
to use artificial pneumothorax and to 
consider thoracoplasty. Within the 
next few years there began to issue 
from his clinic a steady flow of clin- 
ical and experimental studies on the 
effects of artificial pneumothorax which 
succeeded in demonstrating its value 
and establishing its use. It was only in 
1907 after Brauer had begun to popu- 
larize it that Forlanini again wrote on 
the subject, and one of the anomalies of 
medical history is the fact that this pro- 
cedure which had been conceived and 
used in this country in 1898 had to be 
reimported from Germany as late as 
1912. It is striking testimony to the 
importance of the rdle of the developer 
and popularizer. Having convinced 





*Read at the Second Annual Assembly of the 
of Surgeons, Philadelphia, Oct. 13, 1938. 


himself of the value of effective collapse 
of the lung by artificial pneumothorax 
and having been repeatedly exasperated 
by the hindrance of adhesions, Brauer 
turned his attention to thoracoplasty. 
The principles and technic which he laid 
down for this procedure have governed 
its development over the past thirty 
years and, curiously enough, have only 
recently been adequately applied. In 
1908 he stated: “If thoracoplasty is 
ever to be successful it must produce a 
collapse of the lung as complete as that 
afforded by a successful pneumothorax.” 
Working on this principle he had in- 
duced Friedreich to operate for him and 
through a large periscapular incision 
to remove almost the full lengths of the 
upper eight ribs. The first eight pa- 
tients operated upon survived and were 
either cured or markedly improved. 
After that the mortality mounted, and 
it soon became evident that shock, 
mediastinal flutter, retention of sputum 
and wound infection made the operation 
exceedingly dangerous. 

A movement for the appeasement of 
its severity immediately commenced. 
Work in this direction was headed by 
Wilms and by Ferdinand Sauerbruch. 
The latter had been Friedreich’s assis- 
tant at the time of his original opera- 
tions. Wilms discovered an older work 
on chronic empyema by Geordet, who 
had shown that the hemothorax could 
be markedly reduced in size by resec- 
tion of small segments or ribs close to 
the spine. Wilms accomplished this by 
making a vertical paravertebral incision 
through the skin and fat and then split- 
ting the muscles of the shoulder girdle 
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at different levels to reach the ribs. He 
also advocated removing segments of 
the cartilages anteriorly to permit the 
lateral segments of the ribs to fold back- 
ward more readily. At about the same 
time Sauerbruch developed a_ similar 
operation; a combination of these two 
became the standard Wilms-Sauer- 
bruch columnar thoracoplasty. Its di- 
vision into stages, to which Hedblom 
contributed importantly in this country, 
marked the final step in this phase of the 
development of the operation. It is im- 
portant to bear in mind that the purpose 
of these changes was to devise a safe 
operation, but that this was accom- 
plished only by compromising with 
Brauer’s postulate that the collapse be 
complete. 

Brauer, who in the meantime had be- 
gun doing his own surgery and was 
accordingly the first surgeon  phthi- 
siologist, continued to use his subscapu- 
lar operation and to insist that the 
Wilms-Sauerbruch procedure did not 
afford sufficient collapse. During the 
years of the adoption of the operation 
the desire for safety outweighed the de- 
mand for effectiveness, and a bare 40 
per cent of cures seemed preferable to a 
20 per cent mortality. Until about 1930 
the Wilms-Sauerbruch operation was 
standard. Since then evolution has 
been in the direction of a more radical 
operation, a more effective collapse and 
a higher number of cures. Longer and 
longer segments of ribs have been re- 
sected. Alexander reintroduced Wilms’ 
resection of the cartilages. This was 
extended to include removal of the full 
length of the upper ribs and cartilages. 
The transverse processes came next 
and, finally, Semb made the important 
addition of extrafascial apicolysis. To 
accomplish so radical a revision of the 
thoracic wall longer and longer inci- 
sions were required, and finally the 
upper.stage came to demand an almost 
complete mobilization of the scapula, 
with section of the costal attachments 
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of the scalenes and serratus magnus. 
The operation astonishingly resembled 
the original Brauer-Friedreich proce- 
dure. With this revision of the original 
technic and principles the old complica- 
tions reappeared, not in so aggravated 
a form, because division into stages re- 
duced shock and minimized paradoxical 
respiration, but they did make their re- 
appearance, and shock, mediastinal flut- 
ter, retention of secretions and, most im- 
portant of all, wound infection again 
became important considerations and 
tended to raise the operative mortality 
and restrict the indications. In spite of 
this the most important result of the 
evolution has been the increase in the 
number of cures, which has risen to ap- 
proximately 80 per cent of those oper- 
ated on. 

One sees, then, that the two de- 
siderata which have determined the de- 
velopment of the operation and which 
have been opposed to each other have 
been an effective collapse and a safe 
procedure. The ideal is one which com- 
bines both—which produces a maximum 
relaxation of the lung gradually and 
safely. Only such an operation can be 
used effectively on patients of all ages 
and in all stages of debility. The col- 
lapse must be effective if the patient is 
to be cured, but the ideal is to produce 
it gradually with a minimum of shock, 
a minimum of paradoxical respiration, 
a minimum risk of infection and a maxi- 
mum retention of the power of cough. 

I have already said that the division 
of the operation into stages was an im- 
portant step in the reduction of the mor- 
tality. This increase in safety was 
accomplished at the sacrifice of a com- 
plete collapse, for in the interval be- 
tween stages the ribs regenerated, fre- 
quently to such an extent that the final 
collapse was seriously compromised. 
This handicap has been largely over- 
come by painting the cambium surface 
of the periosteum with caustics or fixa- 
tives, a procedure which I| developed in 
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1928, and which so delays the regenera- gradual collapse of the chest wall mini- 
tion of bone that longer intervals may mizes paradoxical respiration, permits 
be permitted between operations. In the heart and respiration to adjust 
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Fic. 1. Drawing illustrating operation. 


1928 also I described a muscle-splitting gradually to the new conditions and also 
approach to the posterior portions of the preserves the effectiveness of cough. 

ribs. I have recently readapted this 
operation in the hope that by means of 
it one could produce a satisfactory col- 
lapse with a minimum of risk. The This operation is performed through 
small incisions reduce both shock and _ separate incisions. It is not necessary 
the incidence of wound infections. The to reopen any incision—a factor which 
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I think is important in reducing wound 
infection. 





Fic. 2. Anterior incisions, with detail of the in- 
fraclavicular incision. 


The first incision extends from the junction 
of the inner and middle thirds of the spine of 
the scapula upward and backward in the line 
of the fibers of the trapezius to the first dorsal 





Fic. 3. A, tuberculosis of the right lung, with a 
medium-sized cavity at the apex; arrested disease in 
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spine. The fibers of the trapezius are split, 
and the muscle is dissected up on its under 
surface to expose the rhomboideus major. 
This, in turn, is split in the direction of its 
fibers, with exposure of the posterior segments 
of the upper three ribs. At this stage prac- 
tically the whole of the first rib, a large seg- 
ment of the second and a small segment of the 
third can be removed. At the same time one 
performs an extrafascial apicolysis, following 
the apex of the lung down so that the apex lies 
on a level with the fourth rib posteriorly. The 
apicolysis can be extended at the second stage 
if an exceptionally large cavity is present. 

The reason that one can get only a small 
segment of the third rib is that the ribs slant 
downward at a relatively sharp angle as they 
go forward, so that the anterior end of the 
third rib comes to lie at a level with the angle 
of the scapula. Thus, unless one induces 
complete mobilization of the scapula, it is im- 
possible to get a long segment of the third rib 
at a single operation. At the second stage, 
however, after one has removed the fourth, 
fifth and sixth rib, directly in front of one are 
the anterior segments of the second and third 
ribs, which can be resected nearly to the ster- 
num through the second incision. 

The second stage can be performed a few 
days later. A small incision is made below the 
clavicle in the direction of and just over the 
second rib. The fibers of the pectoralis major 





the left lung; before thoracoplasty. 
pletion of thoracoplasty. 


B, after com- 
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are separated, and segments of the second and 
third ribs and any remaining portion of the 
first can be reached and removed. 


In the third stage, the full lengths of the 
fourth, fifth and sixth ribs can be removed at 
a single stage through two small incisions, or 
the posterior segments at one operation and 
the anterior segments later. The posterior in- 
cision can either be muscle-splitting or can 
come in a muscular space between the trape- 
zius and the latissimus dorsi, or it can be the 
usual curved paravertebral incision, which 
here is not as traumatizing as the upper inci- 
sion, but it goes only through the latissimus 
dorsi muscle. Through that the posterior seg- 
ments of the seventh, eighth and ninth and as 
many ribs as one is going to take are removed, 
and the additional anterior segments of the 
fourth to sixth ribs, which, like the third rib, 
slant down to come clear to the lower end of 
the sternum. 


COMMENT 


The temperature, pulse and respira- 
tion curves of patients have shown 
minimal postoperative reactions. 

I use this operation only on older pa- 
tients, on those who are poor operative 
risks and on those who have no large 
cavities. 

The test of any thoracoplasty is the 
collapse which it produces. The expo- 
sure does not permit freeing of the 
chest wall from the attachments of the 
serratus magnus and scalenes, and for 
this reason the collapse is occasionally 
less complete than where these pro- 
cedures can be carried out. At present, 
steps are being taken to overcome this 
defect in the operation. 


SUMMARY 


The history of collapse therapy is 
given. 

A modification of the operation of 
extrapleural thoracoplasty is described 
in which the required lengths of ribs 
are removed through multiple small 
muscle-splitting incisions. At the first 
stage an extrafascial apicolysis can be 
performed. 


The postoperative reaction is mini- 
mal; the collapse is produced gradually, 
and the muscles of the shoulder girdle 
are not transected. The operation can 
be used on older persons and those in 
poor condition with greater safety than 
the conventional operation, and the in- 
cidence of wound infections is less. 


RESUME 
La Thoracoplastie Extrapleurale 


Dans la méthode décrite on enléve 
les longueurs de cOtes indiquées par de 
multiples incisions courtes dans _les- 
quelles on sépare les fibres musculaires 
sans les couper. Comme premier temps, 
une apicolyse extrafasciale est effectuée. 
La reaction post-opératoire est minime, 
l’affaiblessement s’effectue graduelle- 
ment, les muscles de la ceinture de 
l’épaule no sont pas coupés. L’opéra- 
tion est applicable a tout age; elle offre 
moins de dangers que les autres 
méthodes, et l’infection des plaies est 
moins fréquente. 


ZUSAMMENFASSUNG 
Extrapleurale Thorakoplastik 


Ein Ueberblick tiber die Geschichte 
der Kollapsebehandlung ist gegeben. 
Eine modifizierte Technik der Thorak- 
oplastik wird beschrieben, bei der ge- 
wiinschte Teil der Rippen durch 
multiple muskelspaltende schmale In- 
cisionen entfernt wird. Bei dem ersten 
Stadium kann gleichzeitig eine Losung 
der Spitze vorgenommen werden. 

Die postoperative Reaktion ist mini- 
mal, der Kollaps wird stufenweise 
hergestellt, und die Muskeln des 
Schultergtirtels werden nicht durch- 
trennt. Dieses Verfahren kann 
fiir altere Personen und fiir solche in 
schlechtem Allgemeinbefinden — mit 
grosserer Sicherheit angewandt werden 
als die tibliche Operation; das Vorkom- 
men von Wundinfektion ist seltener als 
bei dem sonst gebrauchlichen Ver- 
fahren. 
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SUMARIO 
Toracoplastia extrapleural 
La historia del tratamiento por 


colapso es revisada. Una modificacion 
de la operacion de la toracoplastia ex- 
trapleural es descrita en la cual la 
longitud necesaria de las costillas son 
extraidas a travez de pequenas y mul- 
tiples incisiones por separacion mus- 
cular. En el primer tiempo una apico- 
lisis extrafascial puede ser hecha. 

La reaccién post-operativa es mini- 
ma; el colapso se produce gradualmente, 
y los musculos del cinturon del hombro 
(trapecio, romboideo) no son cortados. 
La operacion puede usarse en personas 
de edad madtra y aquellos con consti- 
tution muy pobre con un margen mayor 
de seguridad que en la_ operacion 
convencional; la incidencia de heridas 
infectadas es mucho menor. 





Prof. Raoul Bensaude, gastroenterologist of 
France, died several months ago, 
——O0 
Prof. Alfred Stengel, clinician at the Univer- 
sity of Pennsylvania, died in April. 





——$ 


Prof. Alfred Luger, of Vienna died recently 
of a brain tumor. 


—a={) 


Prof, Victor Pachon, of Bordeaux, has died. 
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RIASSUNTO 
La toracoplastia extrapleurica 


Viene descritta una modificazione 
della toracoplastia extrapleurica, in cui 
la remozione delle costo avviene attra- 
verso multiple, piccole incisioni sep- 
aranti le fibre muscolari senza lederle. 
Nel primo tempo, una apicolosi extra- 
fasciale viene eseguita. 

Le reazione postoperatoria é minima. 
Il collasso si effettua gradualmente, e i 
muscoli della cintura scapolare non sono 
lesi. L’operazione puod essere usata 
negli adulti e nei casi pitt seri, con un 
margine di sicurezza maggiore, che 
nell’operazione convenzionale. L’inci- 
denza di infezioni della ferita é molto 
minore. 





Prof. Andrea Ferrannini, for many years di- 
recting editor of La riforma medica (Naples), 
died in February 1939. 








Prof. C. F. Rasch, Danish dermatologist, died 
in 1938, aged 77. He held the chair of derma- 
tology in Copenhagen, and was a collector of 
copper prints and medical medals. 








MUSCULAR GANGRENE OF APPENDICEAL ORIGIN 
REPORT OF A CASE 


DR. ALPHONSE - FRANCOIS PERARD 


Chief Surgeon of Casablanca Hospital 


CASABLANCA, MOROCCO 


HIS brief report of muscular gan- 

grene of appendiceal origin is in- 

teresting, owing to the infrequency 
of the condition. I have found no re- 
port of an analogous observation in the 
literature; however, this does not ex- 
clude the fact that other publications 
may have escaped my notice. 


REPORT OF CASE 

History. A Maltese sailor debarked from 
his ship and entered my service on Feb. 4, 
1939, complaining of pain in the right flank, 
probably of appendicular origin. It was 
difficult to obtain a history. Examination 
revealed tenderness at McBurney‘s point, 
slight sensitiveness with ill defined localiza- 
tion. There was no [=ickache. The general 
condition was good. The temperature was 
38.5 C. (101.3 F.), the pulse rate 100. The 
onset of the symptoms dated from several 
days previously. The urine showed no al- 
bumin, a trace of sugar and the presence of 
acetone bodies. An ice bag was applied. As 
the temperature and pulse rate returned 
rapidly to normal, I decided to postpone 
operation. 

Course. On February 9 a blood count 
showed 5,370,000 red cells and 11,000 white 
cells. A differential count revealed 79 per 
cent neutrophils, no basophils, 1 per cent 
eosinophils and 20 per cent lymphocytes. 
We decided to wait, because, as Desmarets 
has stated, rapid lowering of the leukocyte 
curve and polynucleosis precede total disap- 
pearance of the focus by a considerable 
interval. 

On February 14, about midnight, the 
patient complained of sudden severe pain 
in the right flank. He was given a hypo- 
dermic injection of morphine and passed a 
restless night. The pain was progressing. 
The next morning the condition was seri- 
ous, with contracture of the abdominal 
muscles and slight edema of the right scro- 
tum. The temperature was 36.2 (97.2 F.) 
and the pulse rate 140. Perforation of the 
appendix was diagnosed, and the patient 
was sent to the operating room. 
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Operation and Outcome. Before incision I 
noted edema of the scrotum and slight sub- 
cutaneous contracture and crepitation in the 
right flank. When the wound was incised 
there was an odor of gangrene. The color 
of the muscles was an admixture of a green- 
ish hue with that of gingerbread. There was 
no pus in the abdominal wall, and a small 
peritoneal incision showed a normal ab- 
dominal cavity. I placed two stitches in the 
wound, leaving it open, and administered 
antigangrene serum (100 cc.). A specimen 
of muscle tissue was sent to the laboratory. 
The patient died twelve hours later. 

Autopsy. Inspection showed areas of 
gangrene on the right half of the scrotum 
and a greenish color of the entire right flank. 
On opening the abdomen the organs were 
found to be normal. The terminal portion 
of the small intestine for about 30 cm. was 
the size of the index finger; there were no 
adhesions. The cecum was completely ad- 
herent to the peritoneal wall. On separa- 
tion a small retrocecal cavity was disclosed, 
containing a small amount of grayish pus 
and some gangrenous tissue. The appendix 
was not found. The cavity of the cecum 
was normal, and there was no perforation. 
Gangrenous infiltration of the muscles was 
observed. Culture of the muscle specimens 
showed Micrococcus foetidus and Bacillus 
ramosus. 


COMMENT 

This observation is interesting be- 
cause of the benign course, interrupted 
with dramatic suddenness by a violent 
evolution. Though the appendix was 
not found at autopsy, it was thought 
that there was an infection of a retro- 
cecal appendix with diffusion of anaero- 
bic organisms through the intact peri- 
toneum and resulting gangrene. 

It was believed that an early opera- 
tion would not have altered the out- 
come. The benign course of the appen- 
dicular crisis and the differential leu- 
kocyte count spoke in favor of late 
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intervention in a patient who had been 
admitted to the hospital five days after 
the onset of the symptoms. 

Mondor has called attention to the 
silent evolution of retrocecal pyogaseous 
abscesses, but usually the cecum yields, 
and in such instances one finds diffuse 
peritonitis. In the case just reported 
the peritoneum was resistant, but the 
septic process spread in the retroperi- 
toneal cellular tissues and into the ab- 
dominal musculature. 


SUMMARY 


A case of muscular gangrene in a 
patient with appendicitis is reported. 
The clinical course, while benign, was 
attended by a sudden flare-up of symp- 
toms. Operation showed a normal ab- 
dominal cavity. Autopsy revealed sep- 
tic spread in the retroperitoneal cellular 
tissues and abdominal muscles. 


RESUME 


Gangréne musculaire d'origine 
appendiculaire 


L’auteur rapporte un cas de gangrene 
musculaire accompagnant une appendi- 
cite. Le cas, au début bénign, soudaine- 
ment eut une aggravation aigué et grave 
des symptomes. L’opération montra une 
cavité abdominale normale. L’autopsie 
révéla une infection intéressant le tissu 
cellulaire rétroperitonéal et les muscles 
abdominaux. 
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ZUSAMMENFASSUNG 


Muskel-Gangrdn ausgehend von einer 
Appendicitis 

Es wird von einem Fall von Muskel- 

Gangran in einem Patienten mit Appen- 

dicitis berichtet. Der klinische Verlauf 

war zwar gutartig, war aber begleitet 

von einem pl6étzlichen Auftreten von 


Symptomen. Die Operation zeigte eine 
normale Bauchhohle. Wahrend der 


Autopsie fand man eine septische Aus- 
breitung des Processes in dem retro- 
peritonealen Zellgewebe und in den 
Bauchmuskeln. 


SUMARIO 


Gangrena muscular de origen 
apendicular 


Un caso de gangrena muscular en un 
enfermo con apendicitis es reportado. 
El curso clinico, aunque benigno, fué 
acompafiado por un brote sintomatico 
repentino. La operacion demostr6 una 
cavidad abdominal normal. La autopsia 
revelO una difuciOn septica del tejido 
celular retroperitoneal y los musculos 
abdominales. 


RIASSUNTO 
Gangrena muscolare da appendicite 


Viene riportato un caso di gangrena 
muscolare in un malato d’appendicite. 
L’andamento benigno del caso fu inter- 
rotto da un improviso risveglio della 
sintomatologia. All’atto operatorio la 
cavita addominale si dimostro normale. 
All’autopsia i tessuti cellulari  retro- 
peritoneali e i muscoli addominali 
mostrarone infiltrazione settica. 








MASTOSIS 
LANFRANCO LAZZARINI, M.D. 


Surgeon, Ospedale Maggiore 
MILAN, ITALY 


ECLUS, in 1833, described a dis- 
R ease which he called cystic disease 

of the mammae and which he 
distinguished from the group of diseases 
of the breast. Some time later the at- 
tention of investigators was focused on 
certain pathologic conditions of the 
breast which cannot be classified as in- 
flammatory processes and neoplasms 
and which seem to be related to the 
physiologic alterations which take place, 
periodically, in the female breast, on the 
one hand, and to benign or malignant 
neoplasms, on the other. 

These pathologic conditions of the 
breast have been described by different 
names, in accordance with the concep- 
tions of the various authors as to the 
inflammatory, neoplastic, malformative 
or, rather, dysplastic nature of the con- 
dition, which has been designated as 
fibrous mastitis, fibrocystic mastitis, 
diffuse adenoma of the breast, adeno- 
carcinoma and, more recently, cystic 
fibrosis, cystic fibro-adenomatosis and 
painful breast. 

However, as more cases of the con- 
dition have been reported, the most re- 
cent studies show a tendency to reunite 
the aforementioned disorders, which, 
although apparently distinct, are noth- 
ing more than different aspects of the 
various phases of evolution of the dis- 
ase, in only a clinical form and a 
nosographic classification. 

The progress of the clinical knowledge 
and histopathologic studies of the dis- 
ease made it possible to establish that 
the various histopathologic aspects of 
the mastosic mamma correspond to dif- 
ferent phases of a pathologic process of 
a productive and degenerating type 
which is in evolution and involves the 


connective and epithelial constituents of 
the breast, and that the disease should 
be classified as a dysplastic degenera- 
tion. 

I have retained the name mastosis for 
these forms of dysplastic degeneration.’ 
I mean to indicate by this term the 
pathologic conditions of the breast 
which are characterized from the clin- 
ical point of view by painful nodular 
tumefaction of varying evolution, and 
from the anatomicopathologic point of 
view by the development of prolifera- 
tive degeneration of the various con- 
stituents of the breast, with final 
sclerosis of the connective tissue and 
formation of dilatation and cysts of the 
acini and tubules of the mammary 
gland. 

Recognition of this form as a patho- 
logic unity is of great importance not 
only for the knowledge of this disease, 
the study and scientific researches of 
which thus become simplified, but also 
for the clarification that it brings in the 
fields of chronic mastitis and preneo- 
plastic disease of the breast. 

The etiology of mastosis is now 
clearer. The attention of investigators 
was focused for a long time on the endo- 
crine ovarian factor as the cause of 
Reclus’ disease (Rosenberg, Miller, 
Lazzarini). The researches carried on 
during the last few years on the correla- 
tions between ovarian functions and the 
breast, especially through the thalamo- 
encephalohypophysial system, are well 
known. 

The studies done on the mammae of 
women at different periods of life, in 
search for cystic formation, have shown 
the frequency of the condition (Aska- 
nazy). Researches more recently done 
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on the breasts of elderly women showed, 
in confirmation of previous reports, that 
there is an analogy between mastosis 








it was found that: (a) in the majority 
of cases the first disturbance involves 
the ovarian function; (b) the symptoms 
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Fic. 1. Diagram showing the action of the 


and senile involution of the breast 
(Gatta ). 

Studies on endocrinology have 
pointed out the relations between ova- 
rian and thyroid functions and_ the 
influence of the thalamo-encephalohypo- 
physial system in regulating the hor- 
mones of endocrine glands, especially 
the thyroid, gonadal, adrenal and 
cortical hormones. 

As I observed in many cases of mas- 
tosis that a more or less evident dysfunc- 
tion of the ovary, especially with disor- 
ders of the folliculin-lutein equilibrium, 
was associated with an alteration (even 
if transient) of the thyroid function, I 
concluded that in the pathogenesis of 
mastosis the hormonic folliculin-lutein 
disequilibrium plays a part in associa- 
tion with a dysfunction of the thyroid. 

In fact, in a course of studies made 
on a group of fifty-three patients, with 
histologic studies in twenty-five cases, 


MAMMA 


thyroid-ovarian dysfunction on the breast. 


of the breast appear after those of 
thyroid dysfunction; (c) folliculin or 
antithyroidin administered alone is in- 
sufficient to induce regression of mas- 
tosis, but this regression takes place 
when these hormones are administered 
together. 

It has been observed that alterations 
of sexual functions and mammary dis- 
turbances are frequent in women suffer- 
ing from exophthalmic goiter (Kocher, 
Griffith, Lazzarini and Frassi). Dif- 
ferent interpretations have been given 
to those disorders which are etiologically 
related to the presence of associated 
thyroid and ovarian dysendocrinism. 

Frassi and I reported cases of mas- 
tosis complicating exophthalmic goiter ; 
the patients recovered after medical or 
surgical treatment for goiter. I also 
presented at the congress of the Italian 
Society of Surgeons in 1937 a woman 
who, shortly after parenteral adminis- 
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tration of large doses of folliculin in oil, 
rapidly developed bilateral mastosis, 
which disappeared on discontinuation of 
the treatment. 


tosis in the postpuberal and_ pre- 
climacteric periods, when there is a 
physiologic hyperthyroidism, is another 
factor that strengthens the pathogenetic 





Fic. 2. View of mass of a breast with mastosis. Notable is the complex picture of the lesions, which 
are not limited to a single type, but are simple, cystic or papillomatous. Near tubules, in the course of 
epithelial proliferation and in a state of slight dilatation, are seen large cysts covered with pale epithelium 
or with formations which resemble papillae. The pathologic uniqueness of mastosis is demonstrated. 


Further observations showed associa- 
tion of ovarian and thyroid dysfunctions 
in patients suffering from mastosis. 
The majority of such patients are 
women of a labile nervous constitution, 
thin and emotional, who frequently have 
tremors, accessional tachycardia, free 
defecation, great differences between 
the maximal and minimal arterial pres- 
sures, with or without enlargement of 
the thyroid, and, in some cases, increase 
of the basal metabolic rate. The afore- 
mentioned disorders, as well as the mas- 
tosic changes, disappear after folliculin- 
antithyroidin treatment. 

The frequency of appearance of mas- 


theory just stated. 

In mastosis the functional alterations 
of the thyroid are related to simple hy- 
perthyroidism and not to dysfunction 
of a basedowian type. A true thalamo- 
encephalohypophysial dysfunction does 
not exist. These statements are proved 
by the fact that, even if one has in mind 
the cases of mastosis in patients suffer- 
ing from exophthalmic goiter, the 
classic Mesemburg triad and the in- 
crease of the basal metabolism, which 
are characteristic symptoms of exoph- 
thalmic goiter, do not exist in the great 
majority of patients suffering from 
mastosis. These symptoms, which can- 
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not be induced by the administration of 
simple thyroxin, are induced by the ad- 
ministration of thyreo-stimuline, which 
acts not only on the thyroids, but also 
on the hypothalamic centers, by induc- 
ing neurocrinia. 
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diseases of endocrinopathic origin, such 
as exophthalmic goiter, acromegaly and 
scleroderma. 

It must be admitted, moreover, that 
the participation of the thalamo-en- 
cephalohypophysial system in the patho- 





Fic. 3. 
is observable; these have the appearance of syncytial cells. 
mastosic process evidenced in degeneration of the mobile elements of the mammary gland. 


The frequent unilaterality of the 
symptoms of mastosis is not a sufficient 
argument for placing the bilateral 
forms, including Reclus’ cystic disease, 
on different pathogenetic grounds or, 
rather, for admitting the role of a 
thalamo-encephalic factor, with exclu- 
sion of the endocrine factor in the 
pathogenesis. The most plausible the- 
ory is that there is unilateral sensibility 
or predisposition of the mammae at the 
time when the thyroid-ovarian dysfunc- 
tion acts, which results in a selective 
action on the mamma. The mechanism 
is analogous to that by which unilateral 
symptoms appear in the course of other 


Markedly increased pale epithelium. The state of vacuolar and lipoid degeneration of the cells 


This picture shows the ultimate evolution of the 


genesis of mastosis is limited to the 
regulation of the hormones, although 
the latter, under certain conditions, may 
be altered by modified stimulations of 
the folliculin-lutein disequilibrium, that 
is, by alterations of the ovarian function, 
which can be modified by various con- 
comitant causes. 

As I have stated in previous articles,’ 
the main pathogenetic factor of mastosis 
is an associated endocrine dysfunction 
of the ovaries and the.thyroid. The 
most evident, and in many cases the 
earliest, dysfunction of the ovaries 
shows in disturbances of the folliculin- 
lutein equilibrium. The thyroid dys- 
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function may occur under the aspect of 
simple hyperthyroidism (which is most 
frequently the case) or as true dysthy- 
roidism of a basedowian type, such as 
appears in the course of mastosis com- 
plicating exophthalmic goiter. 

The association of ovarian and thy- 
roid endocrine dysfunction is necessary 
for the origin of mastosis. This fact 
explains why not all the forms of hyper- 
thyroidism or all the cases of exoph- 
thalmic goiter are associated with mas- 
tosis and why not all endocrine ovarian 
dysfunctions induce disturbances of the 
breast. 


DIAGNOSIS 


The diagnosis of mastosis is simple, 
as it is based on the clinical and 
anatomicopathologic characters of the 
disease described in the definition of the 
word mastosis. 

The disease develops in women of 
postpubertal or preclimacteric age or in 
those who have recently suffered from 
some disease of the genital organs. The 
majority of the patients are of the longi- 
lineal type and lean. The development 
and erectness of their breasts are in con- 
trast with their types. They are emo- 
tional, restless and sensitive. The sex- 
ual functions may be altered: The 
patients have a moderate sexual appe- 
tite or are frigid. 

Frequently the ovarian disorders are 
associated with partial or total enlarge- 
ment of the thyroid, which sometimes is 
transient and appears a few days before 
development of the acute symptoms of 
the breast. Symptoms of slight hyper- 
thyroidism, such as tremors and tachy- 
cardia, are frequent. The presence of 
thyroid disturbances must be ascer- 
tained with care, as the symptoms may 
be so slight as to be overlooked. 

An oscillating evolution, with ag- 
gravations before and during menstrua- 
tion, the frequency of bilateral involve- 
ment and the tendency of the disease to 
involve the entire gland (even in the 
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unilateral form) are characters of diag- 
nostic value. 

In making a diagnosis it is advisable 
to keep in mind that mastosis may ap- 
pear under different aspects in accor- 
dance with its evolutional phase. The 
classic aspect of Reclus’ disease, at the 
terminal phase, is shown by the breast, 
with irregular enlargement due to the 
presence of disseminated multiple cysts, 
which simulates a small bag containing 
shot. This aspect occurs rarely. Fre- 
quently the breast shows the presence 
of painful nodules and of multiple in- 
durations of restricted mobility’ and 
without precise limits. 

The lack of adhesion of the gland to 
the skin, the absence of retraction of 
the nipples, and the painful sensibility 
of the tumefaction to palpation, even if 
gently done, are all characters of great 
importance for the differential diagnosis. 

The clinical differentiation from 
nodular cancer of the breast is simple 
in diffuse forms. In mastosis with only 
one nodule, cancer is differentiated by 
its adhesion to the skin, the retraction 
of the nipple and the special hardness 
of the tumor. In cases in which the 
diagnosis is doubtful, owing to the age 
of the patient or to special aspects of 
the breast, and, also, when transforma- 
tion of a mastosic nodule into cancer is 
suspected, it is advisable to perform a 
biopsy and have a histologic study made 
by a competent physician, as soon as 
possible. 

The presence of enlarged lymph 
nodes, which can be palpated in the 
axilla, does not represent a differential 
character of cancer of the breast. They 
may be absent in cases of epithelioma, 
and they may be present in mastosis. 
Their presence has no more value than 
that of an epiphenomenon. 

Roentgen examination of the breast 
is of diagnostic value. Large mastosic 
cysts show as transparent spots with 
well delimited contours in the roent- 
genograms. The mastosic nodule 
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shows as a shadow with well delimited 
contours. The cancerous nodule shows 
as an opaque shadow of evanescent con- 
tours. Mammary adenofibroma and 





Roentgen appearance of a breast with 
numerous cysts (a). 


Fic. 4. 


fibro-adenoma are more mobile than 
mastosic nodules, and their contours are 
more precise than those of the tumors. 
They are painless and are not tender to 
palpation. 

The differential diagnosis between 
mastosis and lipophagic granuloma of 
the breast is simple. There is a history 
of trauma or of injection of lipovaccine 
or of paraffin in almost all cases of 
lipophagic granuloma. The tumor in- 
volves the subcutaneous tissues of the 
breast and adheres to the skin. Women 
suffering from lipophagic granuloma 
are generally obese and of a peaceful 
character, whereas those suffering from 
mastosis are lean and fretful. 

Galactocele is more rare and painful 
than mastosis. It develops in nursing 
women. The inflammation is more in- 
tense than that of mastosis. 

Tuberculosis of the breast, specially 
with disseminated nodules, gives the 
breast a nodular character. On palpa- 
tion the nodules are similar to those of 
mastosis. The differential diagnosis is 
made by the rarity of tuberculosis in 
comparison to mastosis, the possible co- 
existence of pulmonary tuberculosis, the 
more intense dulness of tuberculosis 
nodules, the frequent presence of axil- 
lary adenopathy, retraction of the nip- 
ples, adhesion of the tuberculous 
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nodules to the skin and, especially, the 
absence of endocrine ovarian and thy- 
roid disturbances, which are character- 
istic of mastosis. 

Nodular syphilis of the breast may 
also be a cause of diagnostic mistakes. 
Syphilis of the breast is rare. The diag- 
nosis is made by the coexistence of other 
symptoms of syphilis and by the sero- 
logic tests. 


TREATMENT 


The surgical treatment of mastosis, 
which in the near past was justified by 
insufficient knowledge of its origin, the 
impossibility of controlling its evolu- 
tion and the observation of transforma- 
tion into malignant neoplasms, has lost 
its aggressive and destructive character. 
The indications for surgical interven- 
tion are now few and well defined, and 
operations are not destructive. 

Young girls and women in the prime 
of life need no longer be subjected to 
mutilation of one or both breasts. Sur- 
gical intervention, if indicated because 
of the presence of persistent large mas- 
tosic nodules, will consist in removing 
the mammary lobe which is most in- 
volved in the pathologic process through 
an economical and esthetic wound. 

Amputation of the breast followed by 
dissection of the axillary space is justi- 
fied only in cases of obvious mastosis 
with malignant transformation. 

The present knowledge of the patho- 
genesis of the disease and the results of 
studies on endocrinopathy and hormonal 
therapy indicate that mastosis should be 
treated by opotherapy, and only if this 
fails should surgical treatment be re- 
sorted to. 

As I have stated in previous articles, 
the hormonal treatment is directed to- 
ward reestablishing the equilibrium of 
the ovarian functions and controlling 
the thyroid dysfunction. 

Folliculin has been successfully used 
in controlling the ovarian dysfunction 
(Cutler, Gabrielianz and Taylor, Dahl- 








LAZZARINI — MASTOSIS 


Iversen, Lazzarini and Coggi). How- 
ever, failures of the treatment and re- 
currences have been reported, although 







THYROID 


aduction‘t sti 


= 
> 


Inhibition 


Inhibition 








Folliculin__ 


biz 
Gy 





155 


improvement of the emotional state of 
the patients, who appear more tranquil. 
The feeling of anxiety and also the 
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Antithyroidin 
Fic. 5. 


function and on the mastosic changes of the breast. 


great improvement of the disease and 
even complete recovery have been at- 
tained with the treatment in many cases. 
Great aggravation of the disease has 
been reported in some cases from the 
use of folliculin administered alone 
(Dahl-Iversen, Cutler). The unrelia- 
bility of this therapeutic method has 
been proved by me, although I have 
obtained permanent recoveries in cer- 
tain cases, especially in the early de- 
velopment of the disease in young 
women. 

In the early forms, when the dysfunc- 
tion of the thyroid and ovary is slight, 
satisfactory results can be attained by 
administration of only one hormone, 
which corrects only the thyroid dysfunc- 
tion, such as the antithyroid serum 
which I use or diiodo-tyrosine (fla- 
janine) which is used by Frassi. 

The earliest result of the combined 
folliculin-antithyroidin treatment is the 


Diagram illustrating the complex action of antithyroidin and 
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folliculin on the thyroid-ovarian 


tremor and tachycardia, if present, dis- 
appear. Simultaneously the condition 
of the breast improves: Hardness di- 
minishes, the nodules decrease in size 
and disappear, and pain stops. 

The general condition of the patients 
rapidly improves; they gain weight, the 
ovarian function is well balanced, men- 
struation is more regular, dysmenorrhea 
is relieved, and in some cases certain 
forms of intractable leukorrhea dis- 
appear. 

The mechanism by which the com- 
bined folliculin and antithyroidin treat- 
ment acts on mastosis, as well as the 
action of ovarian and thyroid hormones 
on the breast and the reciprocal influ- 
ences between the thyroid and_ the 
ovaries, with or without interference of 
the thalamo-encephalohypophysial sys- 
tem, is complicated. 

In these cases, in which the admin- 
istration of only one hormone ( folliculin 
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or antithyroidin) suffices to induce 
complete recovery from mastosis, the 
hormone admittedly acts on both glands 
—the specific gland and the other gland. 
Folliculin acts on the ovary and. the 
regulating thalamo-encephalohypophys- 
ial system, as well as on the thyroid, 
in a manner analogous to that in which 
folliculin induces satisfactory results in 
exophthalmic goiter. A corresponding 
effect is shown by antithyroidin, the 
action of which is on the thyroid, with 
a repercussion on the ovarian functions, 
such as is the case in many patients with 
amenorrhea who are suffering from 
hyperthyroidism or exophthalmic goiter. 

The rest results are obtained by com- 
bined treatment with folliculin and 
antithyroxin. 

The dose of folliculin must be small, 
about 500 international units a day, ad- 
ministered by mouth. Large doses of 
folliculin in oil to be administered by 
the parenteral route are contraindicated, 
as they may aggravate mastosis and in- 
duce disturbances of the sexual func- 
tions. 

The dosimetric criteria used for fol- 
liculin are also applied to the dosage of 
antithyroidin and diiodo-tyrosine under 
careful observation of the physician, 
more scrupulously than in the case of 
folliculin, as these hormones, when 
administered for a long time, may in- 
duce a paradoxical thyroid reaction with 
gradual enlargement of the thyroid and 
immediate aggravation of mastosis. 

From my large experience on the sub- 
ject, I believe that the hormone treat- 
ment should be applied as follows: The 
patient with a fasting stomach receives 
500 international units of folliculin by 
mouth in the morning and 10 to 15 
drops of antithyroid serum, also by 
mouth, in the evening. 

I saw my patients once a week, with 
the aim of checking the effect of the 
treatment and also of changing the dose 
of hormones or stopping treatment if it 
seemed advisable. 
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With the combined treatment with 
folliculin and antithyroid hormone, sev- 
eral patients who were sent to me by 
colleagues, after failure with folliculin 
alone, with or without removal of the 
larger nodules, recovered entirely in a 
short time. 

Antithyroidin neutralizes the thyroid 
hormone and consequently its dysplastic 
action on the breast and also its action 
on the ovarian dysfunction. 

At the same time folliculin acts on the 
regulating action of the breast over the 
ovarian hormones and _ simultaneously 
inhibits the action of the thyroid and 
reestablishes the hormonal equilibrium 
of the ovarian follicle and the corpus 
luteum. 

Moreover, restoration of the fol- 
liculin-lutein equilibrium results in ren- 
dering the thyroid function normal, and 
restoration of the equilibrium of thy- 
roid-ovarian hormones’ will control 
stimulation of mastosic symptoms and 
aid return of the breast to normal 
conditions. 


SUMMARY 


It is my belief that mastosis is a 
dysplastic process which results from 
the simultaneous establishment — of 
processes of a productive and degen- 
erating nature in the breast. In its 
early development it may be within the 
limits of physiologic modifications of the 
breast or slightly beyond those limits. 
Later it may acquire marked characters 
and absolute autonomy and_ individu- 
ality. 

The changes originate in reactions of 
the mammary gland to stimulation from 
simultaneous dysendocrinism of the 
ovary and thyroid. 

Amputation of the breast, when the 
malignant transformation of mastosis is 
not proved, is not justified for the treat- 
ment of mastosis at the present time, 
when opotherapy can be resorted to. 

Partial resection of the mammary 
gland, followed by removal of the lobe 
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which is most involved by the mastosic 
process, is still indicated. 

The treatment of choice in all cases 
is the aforementioned combined with 
administration of ovarian and antithy- 
roid hormones. Surgical treatment is 
indicated only if the combined hormonal 
treatment fails. The latter should also 
be administered after partial or total re- 
moval of the breast as a necessary com- 
plement to restore the endocrine equili- 
brium of the patient and also as the best 
prevention of recurrence. 
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RESUME 
La Mastose 


La mastose est un processus dyspla- 
sique qui résulte de la_ stabilisation 
simultanée de processus de nature pro- 
ductive et dégénérative du sein. Au 
début les modifications du sein sont en 
dedans des limites physiologiques. Avec 
le temps la mastose peut acquérir des 
caractéristiques marquées et une au- 
tonomie et individualité absolue. 

Les changements observés ont leur 
origine dans le dysendocrinisme de 
l’ovaire et de la glande thyroide. En 
l’absence de transformation maligne de 
la mastose l’amputation du sein n’est 
pas justifiée. On aura recours a 
lopothérapie. On pourra enlever le 
lobe mammaire le plus attaqué (résec- 
tion partielle du sein). Le traitement 
de choix est l’administration combinée 
des hormones ovariens et anti-thyroides. 
d’insuccés 


En cas on recourra au 
traitement chirurgical. Le meilleur 


moyen d’empécher une récidive aprés 
lacte opératoire est de rétablir l’équili- 
bre endocrinien de la malade par 
l'emploi du traitement hormonal. 


157 


ZUSAMMENFASSUNG 
Mastosis 


Mastosis ist ein dysplastischer Pro- 
zess, der durch das gleichzeitige Statt- 
finden produktiver und degenerativer 
Vorgange in der Brust hervorgerufen 
wird. Zuerst mogen diese Vorgange 
innerhalb der Grenzen der physiolo- 
gischen Veranderungen der Brust oder 
jedenfalls wenig davon — entfernt 
liegen. Spater mogen sie ausgepragte 
eigene, selbststandige und individualle 
Charaktermerkmale aufweisen. Diese 
Veranderungen stellen eine Reaktion 
der Brustdrtise auf Reize dar, die von 
einem gleichzeitig vorhandenem Dy- 
sendkrinismus der Eierstocke und der 
Schilddriise augehen. 

Amputation der Brust ist, wenn die 
maligne Umwandlung nicht — sicher 
nachzuweisen ist, als Behandlung der 
Mastosis heutzutage nicht zu_recht- 
fertigen, solange Opotherapie ange- 
wendet werden kann. ‘Teilresektion der 
Brustdriise und nachfolgende Entfer- 
nung des durch den mastotischen 
Prozess meist betroffenen Drtisenlap- 
pchens, ist angezeigt. 

Das erwahnte Vorgehen ist die allein 
indizierte Behandlung, verbunden mit 
gleichzeitiger Ejierstocks- und Schild- 
drtisenhormongabe. Chirurgisches Vor- 
gehen ist nur dann indiziert, wenn die 


kombinierte Hormonbehandlung  ver- 
sagt. Auch nach Teil- oder Totalent- 


fernung der Brust sollte die erwahnte 
Hormonbehandlung angewandt werden 
als eine notwendige Erganzung zur 
Wiederherstellung des endokrinen 
Gleichgewichts und als beste Vorbeu- 
gungsmassnahme gegen Rezidiv. 


SUMARIO 

Mastésis 
Mastosis es un proceso displastico el 
cual resulta de estabilizacion simultanea 
de un proceso de naturaleza productivo 


y degenerativo en el pecho. En su 
desenvolbimiento temprano este puede 
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ser dentro de los limites de una modifi- 
cacion fisioldgica del pecho 6 quizas 
ligeramente mas alla de sus limites. 
Mas tarde puede adquirir caracteristicas 
marcadas y automia é individualidad. 
Los cambios originan en reacciones de 
la glandula mamaria a _ estimulacion 
simultanea de  desindocrinismo — del 
ovario y tiroide. 

Amputacion del pecho, cuando la 
transformacion maligna de la mastdsis 
no se ha probado, no es justificada para 
el tratamiento de la mastdésis en el 
tiempo presente, cuando el tratamiento 
opoterapico puede ser aconsejado.  Re- 
seccion parcial de la glandula mamaria, 
seguida por la extirpacion de Iébulo que 
esta mas atacado por el proceso mas- 
tdsico, es aun indicada. 

IK] tratamiento a escojer en todos los 
casos es el mencionado arriba, com 
binado con la administracion de hor- 
monas antitiroideas y ovaricas. Trata- 
miento quirurgico esta indicado  sola- 
mente si el tratamiento combinado de 
hormonas falla. Este ultimo debe ser 
tambien administrado depués de extir- 
pacion total 6 parcial del pecho como 
una necesidad complementaria para 
restablecer el equilibrio endocrinico del 
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individuo y tambien como el preventivo 
mejor de recurrencia. 


RIASSUNTO 
Mastosi 


ILa mastosi € un processo evolutivo 
risultante dalla simultanea_ stabilizza- 
zione di processi produttivi e degenera- 
tivi nella mamella.  Nell’inizio del 
processo puo essere ben convenuto che 
fattori. fisiologici assumono- marcati 
caratteri di assoluta autonomia ed indi- 
vidualita. Questi cambiamenti risul- 
tano da stimoli che hanno origine nell’ 
ovaia e nella tiroide in stato di disfun- 
zione. la mastectomia, in assenza di 
trasformazione maligna non é€ giustifi- 
cata, mentre é indicato il trattamento 
endocrinico. 

La resezione parziale del lobo interes- 
sato ¢ indicata. I] trattamento di 
elezione in tutti i casi é@ l’assoziazione 
della resezione con la somministrazione 
di ormoni ovarici e anti-tiroidei. La 
mastectomia ¢ indicata soltanto quando 
il trattamento endocrinico riesce vano. 
Questo trattamento deve essere con- 
siderato sempre un necessario comple- 
mento per ristabilire l’equilibrio ormon- 
ico e prevenire recidive. 
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DIFFERENTIATION BETWEEN PARIETAL AND 
VISCERAL PAIN IN SURGICAL DIAGNOSIS* 


WILLIAM BATES, M.D., F.A.C.S., F.I.C.S. 
PHILADELPHIA 
HILE I was a student the neuralgia, because what is true of the 


method of examining the ab- 

domen was outlined to my 
class. Tenderness found in various 
locations was supposed to mean certain 
visceral disturbances. Unfortunately, 
examination of an abdomen today may 
not give me such a clear picture as I 
was led to believe could be elicited. The 
reason for this confusion at the end of 
an examination today is because I have 
become fully conscious of the fact that 
there is between my examining finger 
and the underlying viscera or organ, 
whether abdomen, head, neck, chest or 
extremities, the covering layers of the 
body which are subject to pain and ten- 
derness themselves. In order to simplify 
this discussion I shall limit myself for 
the moment to the abdomen. As one 
palpates the abdomen in order to make 
a differentiation between a medical and 
a surgical diagnosis or to account for 
the subjective complaint of pain, it is 
hard not to think constantly of the 
viscera under one’s fingers rather than 
of the intervening abdominal wall. A 
conservative estimate of abdominal 
pain, I believe, would show that at least 
50 per cent of the patients have pain 
in the abdominal wall and not in the 
viscera. 

When the late Dr. Carnett tried to 
clarify this pain he referred to it as 
intercostal neuralgia. This term im- 
mediately attracted attention to the 
chest wall, for it seems hard to remem- 
ber that the seventh, eighth, ninth, 
tenth, eleventh and twelfth thoracic and 
first dorsal nerves all end on the ab- 
dominal wall. Since that time I have 
tried to change the name to parietal 


*Read at the Second Annual Assembly of the 
of Surgeons, Oct. 13, 1938. 
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abdominal wall in reference to ab- 
dominal viscera is true of the whole 
body covering from head to foot. 

The pathologic cause for the pain and 
tenderness inherent in the surface cov- 
ering is best shown by the distribution 
of the spinal nerves to the abdominal 
wall. As the spinal nerve emerges there 
are a posterior branch given off to the 
back, and an anterior portion, which 
divides to supply three different levels. 
The superficial branch supplies the skin 
and subcutaneous fat. The median 
branch supplies the muscle and fascia, 
and the deep branch supplies the peri- 
toneum and the preperitoneal fat. Ten- 
derness may be in any one, any two, or 
all three of these branches. As one 
starts to examine an abdomen and finds 
that the mere touch of the finger causes 
the patient to complain of tenderness, 
one must establish some standard of 
how much pain the patient can stand. 
For this purpose the superficial tissues 
over the lower end of the ulna are 
grasped between the thumb and index 
finger and pinched until the patient 
shows displeasure. The amount of force 
used should be that tolerated any other 
place on the body. Therefore, if less 
pressure causes tenderness, the area is 
hypersensitive. To determine this sen- 
sitiveness one picks up a liberal fold of 
abdominal skin and fat and pinches only 
until it hurts. One does not attempt to 
punish the patient. In 5 per cent of 
cases of parietal neuralgia this super- 
ficial layer may not be tender. One 
then pokes the abdominal wall with a 
stiff index finger; frequently if the 
muscle slack is taken up by pressing in 
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with the finger, tenderness is elicited, 
which may be interpreted as_ being 
visceral. 

With the fingers it is impossible to 
differentiate between the median and the 
deep layers. When the parieties have 
been found tender to touch, it is many 
times impossible to tell how much of 
that tenderness is in these and how 
much in the underlying viscera. If the 
Head-MacKenzie theory of referred 
pain were correct, the confusion would 
be still greater, but of course that theory 
cannot be substantiated. 

When examining the abdomen, if 
there are no tenderness on pinching and 
no evidence of parietal tenderness, the 
next step of the examination is an inter- 
esting and, to me, a valuable one in dif- 
ferential diagnosis. The patient is told 
to tense the abdominal wall by raising 
both feet with the knees straight, or by 
blowing out the abdomen, and one again 
presses over the area where the patient 
complained of tenderness. If all ten- 
derness has now disappeared, one feels 
convinced that the underlying viscera 
now protected by the overlying muscle 
is the seat of tenderness. 

In the case of the right lower 
quadrant, this differentiation has caused 
me to decide to operate even though 
some of the other cardinal symptoms of 
appendicitis were conspicuous by their 
absence. In cases in which parietal 
tenderness is present, tightening of the 
abdominal wall and then palpation still 
reveal tenderness but tell nothing as to 
what might be underneath. This hurdle 
is overcome by blocking off the nerve 
supply to that part of the abdominal 
wall under suspicion by the use of 
novocain. 

In the right lower quadrant this 
blocking off is rather simple. The ilio- 
inguinal and iliohypogastric nerves can 
be located under the fascia of the ex- 
ternal oblique muscle 1 inch (2.54 cm.) 
in from the anterosuperior iliac spine 
on a line to the umbilicus. Five cubic 
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centimeters of 2 per cent novocain de- 
posited here will in a few minutes desen- 
sitize the area supplied by the twelfth 
dorsal and first lumbar nerves, which 
includes the belly wall overlying Mc- 
3urney’s area. An area above parallel 
to Poupart’s ligament and one below 
also parallel to Poupart’s ligament on 
the thigh, one high up on the inner as- 
pect of the thigh and another in the 
gluteal region from the crest of the iliac 
bones down to the level of the greater 
trochanter from the sacroiliac joint lines 
to the midaxillary lines. 

Fortunately the viscera are not sup- 
plied by these spinal nerves, and desen- 
sitizing the covering tissues does not 
mask any tenderness in the viscus. As 
a matter of fact, when the belly wall 
is desensitized a degree of protective- 
ness is removed from the underlying 
viscera, and if they are diseased tender- 
ness is elicited more readily than before 
the injection. With the belly wall de- 
sensitized, palpation is again made with 
the abdominal wall relaxed. If all ten- 
derness has disappeared, the former 
tenderness was in the anterior portion 
of the abdominal wall. If tenderness 
still exists on palpation the viscus under- 
neath is at fault, and if the abdominal 
wall is tightened pressure should not 
elicit tenderness. 

It is unfortunate that one cannot dif- 
ferentiate between visceral and parietal 
tenderness merely by tightening the ab- 
dominal wall, but in cases in which the 
muscle tightness prevents all tenderness 
from being elicited the deep branch to 
the peritoneum and peritoneal fat is 
protected by the tight muscles as well 
as the viscus. Therefore this branch 
has to be desensitized to permit a proper 
conclusion. 

The use of novocain in, making dif- 
ferential diagnosis adds less than five 
minutes to the examination, and unless 
the patient shows signs of idiosyncrasy 
to novocain by having a widely dilated 
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pupil, there is no danger in the pro- 
cedure. 

In bimanual vaginal examination, for 
instance, the patient is frequently ad- 
vised to have general anesthesia to make 
possible a better examination. Fre- 
quently the cause of this is tenderness 
elicited by the hand on the abdomen. 
Injecting both sides of the abdomen as 
[ described for differentiation for ap- 
pendicitis frequently permits a much 
more satisfactory and conclusive bi- 
manual examination. 

Sometimes decision to operate is 
based on bone tenderness, yet if the 
overlying soft tissues are pinched it will 
be found that the tenderness is super- 
ficial. I have prevented a mastoid oper- 
ation on this evidence without dire re- 
sult to the patient. In severe headache, 
if a certain area of tenderness can be 
detected on the back of the skull or in 
the posterior cervical region, an injec- 
tion can be given and the patient re- 
lieved. This injection, except in rare 
cases, affords only temporary relief and 
aids only in differential diagnosis; yet 
how comforting it is to the patient 
to have relief of pain while the cause of 
it is being sought! 

Among the causes found for parietal 
neuralgia are trauma, toxi foci (par- 
ticularly in the nose and throat), pos- 
tural defects, any combination of the 
aforementioned three factors, endocrine 
imbalance, spinal arthritis and metatas- 
tic malignant conditions of the spine. 

The treatment of the condition is 
elimination of the cause, as in any other 
curative problem. 

I have not tried to present a new dis- 
ease, a new treatment or a new technic, 
but have tried to emphasize that between 
the examining finger and the organ 
underneath there is a_nerve-bearing 
layer of tissue which must be considered 
in making a differential diagnosis. 


SUMMARY 


There is a marked similarity between 
visceral pain and parietal pain, whether 
involving the abdomen, chest, head or 
extremities. Differential tests between 
the two are detailed which have been 
found useful in making surgical diag- 
nosis as well as in preventing unneces- 
sary surgical intervention. 

The use of novocain is intended for 
differential diagnosis but has frequently 
given rather lasting relief. By that is 
meant that the cycle of pain is broken. 

The errors eliminated by differential 
diagnosis are not only wrong operative 
diagnosis but frequently errors classified 
as operative failure. 

The use of novocain for differential 
diagnosis does not endanger the patient 
as much as a hypodermic injection of 
morphine might. 


RESUME 


La Douleur Pariétale et Viscérale 
dans le Die gnostic Chirurgical 


Il y a une resemblance frappante 
entre la douleur viscérale et la douleur 
pariétale, qu'il » cisse de l’abdomen, de 
la poitrine, de la téte ou des extrémités. 
Des épreuves différentielles sont deé- 
crites minutieusement. Elles sont utiles 
pour établir un diagnostic chirurgical 
et pour prévenir des interventions 
inutiles. L’emploi de novocaine auquel 
on avait eu recours pour préciser un 
diagnostic a fréquemment été suivi d’un 
soulagement a peu prés complet. Le 
cycle de la douleur a été brisé par ce 
procédé. Le diagnostic différentiel 
élimine un faux diagnostic opératoire 
et aussi souvent des erreurs diagnos- 
tiquées insuccés opératoire. L’emploi 
de la novocaine pour le diagnostic dif- 
férentiel entraine moins de danger que 
l’injection sous-cutanée de morphine. 
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ZUSAMMENFASSUNG 
Parietal und visseral Schmerz in 
chirurgischer Diagnosestellung 


Fs besteht eine ausgepragte Ueber- 
einstimmung zwischen viszeralem und 
parietalem Schmerz, ob es sich im 
Bauch-, Brust-, Kopf- oder Extremi- 
tatenaffektionen handelt.  Differential- 


diagnostische Hilfsmittel zur Unter- 
scheidung zwischen beiden — sind 
beschrieben, die sich sowohl beim 
Stellen einer chirurgischen Diagnose 
als auch zur Verhtitung unnotiger 
chirurgischer Eingriffe als ntitzlich 


erwiesen haben. 
Der Gebrauch von Novokain ist ftir 


differentialdiagnostische Zwecke ge- 
dacht, gibt aber haufig langer an- 


haltende Besserung der Beschwerden. 
Dabei ist gemeint, dass die “Schmerz- 
kette” unterbrochen ist. Die Irrttimer, 
die bei disen differentialdiagnostischen 
EKrwagungen ausgeschaltet werden, 
bringen nicht nur falsche chirurgische 
Indikationsstellung, sondern  haufig 
auch sogenannte Operationsmisser folge 
mit sich. Die Anwendung von Novo- 
kain zu  differentialdiagnostischen 
Zwecken gefahrdet den  Patienten 
weniger als subkutane Injection von 
Morphin. 


SUMARIO 


Diferenciacion entre el dolor parietal 
y viceral para llegar a un 
diagndstico quirtrgico 

Hay una marcada similaridad entre 
dolor viceral y parietal, cuando envuel- 
ven el abdomen, pecho, cabeza 6 extre- 
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midades. Pruebas para el diagnostico 
diferencial entre los dos estan detalladas 
las cuales han sido halladas Uutiles al 
hacer diagnosticos quirurgicos asi como 
tambien para prevenir operaciones 
quirurgicas sin necesidad. El uso de 
novocaina es intentado para el diagnos- 
tico diferencial, pero con frecuencia ha 
dado alivio largo. Con esto se quiere 
decir que el ciclo del dolor esta roto. 
Los errores eliminados por el diagnos- 
tico diferencial no son _ solamente 
equivocaciones del diagnostico operativo 
sino frecuentemente errores clasificados 
como fracasos quirtrgicos. El uso de 
novocaina para el diagnostico diferen- 
cial no pone el enfermo en peligro tanto 
como una inyeccion de morfina puede 
ponerlo., 


RIASSUNTO 


Dolore viscerale e periferico nelle 

diagnost chirurgica 

Vi @ una marcata somiglianza nelle 
manifestazioni dolorifiche di origine vis- 
cerale 0 di origine periferica. Metodi 
di differenziazione sone presentati in 
dettaglio e Tutilita nella diagnosi dif- 
ferenziale é discussa. [uso di injezioni 
di novocaina nella zona dolorifica ha 
grande valore differenziale ed € spesso 
seguito da beneficio duraturo. Questa 
rottura del ciclo doloroso porta all’elim- 
inazione di errori diagnostici e spiega 
altri errori terapeutici. 

L’uso di novocaina nella diagnosi dif- 
ferenziale non importa alcun pericolo 
per il paziente, come spesso avvienne da 
injezioni di morfina, derivanti dalla 
mascherazione di importanti sintomi. 








RIB AND VERTEBRAL ANOMALIES 


PATHOLOGIC IMPORTANCE IN INJURIES OF THE KIDNEYS* 


WALDEMAR E. COUTTS, M.D. 


SANTIAGO, CHILE 


Hf form of injury, without an ex- 

ternal wound, which produces rup- 

ture of the kidney may be a direct 
blow over the lower rib or on the loin 
or an indirect injury such as a fall from 
a certain height on the buttocks or 
forcible acute flexion of the body with 
intense muscular exertion. According 
to almost all anatomists and clinicians, 
the kidney is well protected by the lower 
ribs and spinal muscles; therefore in- 
juries to this organ are comparatively 
rare. This fact is true when the kidney 
occupies its normal position and when 
the skeletal parts in relation to it are 
normally developed. 

During the past few years my asso- 
ciates and I|' have studied the pathologic 
changes of so-called renal ribs and ver- 
tebrae, some of which have already been 
pointed out by various authors. 


ANOMALIES OF RIBS 


The twelfth rib is undoubtedly the 
renal rib. Radiologic anatomy has 
taught that in normal subjects it crosses 
either the upper pole of the kidney or 
it crosses the middle third and _ prac- 
tically divides the renal pelvis in two. 
The larger the number of x-ray plates 
one examines the greater the varieties 
and changes one will note in this bony 
structure. While it preserves its arcuate 
structure, one will find short or long 
twelfth ribs alternating on one or both 
sides. The short type has a tendency 
to lose its inclination downward and be- 
come horizontal, in some cases its distal 
extremity almost coming in contact with 
the body of the eleventh rib. 


ANOMALIES OF VERTEBRAE 


True variations in number of lumbar 
vertebrae have been reported by various 
authors. Congenital absence of one or 
several of them is exceptional. A true 
supernumerary lumbar vertebra, demon- 
strated by a total x-ray count of the ver- 
tebral column, is more frequent. 

According to our observations as 
registered by aortograms, there are two 
types of interpositions: a cephalic, or 
dorsolumbar, and a caudal, or lumbo- 
sacral. In the first form, the renal 
arteries rise lower down from the aorta. 
The primitive plan of organic distribu- 
tion is not presented; the renal vertebrae 
in this case are represented by only the 
first three lumbar ones. In the second 
type the kidneys have not changed their 
superior relations; the only difference is 
a longer distance from the inferior poles 
to the iliac crest. The ureters are longer, 
as can be proved by pyelograms. 


MUSCLES AND LIGAMENTS 


The posterior muscular relations of 
the kidneys are the diaphragm, and the 
anterior layer of the transversalis apo- 
neurosis which separates it from the 
quadratus lumborum muscle. The psoas 
muscle is also related to a small part at 
its lower pole. Both the quadratus 
muscle and the psoas muscle have su- 
perior connections with the twelfth rib. 
When it is absent or extremely short the 
muscle fibers insert themselves prin- 
cipally along the lower border of the 
eleventh rib. In cases of agenesis or 
shortness of the twelfth rib the costo- 
vertebral ligament inserts itself on the 


* From the Clinical Hospital Urologic Clinic, Medical College. 
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inferior border of the eleventh rib; ow- 
ing to this fact it i»longer than normal 
and must necessarily be weaker. 





Les Sketches illustrating how 


and 4, 
anomalies in the structure of the twelfth rib and the 
muscular relations of the kidney give rise to unpro- 
tected renal areas. 


Figs. 


Most of the anatomic changes cited in 
the preceding paragraphs increase the 
size of unprotected areas of the posterior 
surface of the kidney and diminish the 
effectivity of muscular defense (figs. 1, 
2, 3 and 4). Since the advent of 
descending pyelograms we have been 
able to study eleven cases of rupture of 
the kidney. In six (four of our clinic 
and two of the Salvador Hospital) we 
could establish the existence of a super- 
numerary lumbar vertebra of the 
cephalic type, in two a short rib and in 
the remaining three no anatomic change 
whatever and no evidence of previous 
kidney disease. In most of the cases 
with an anomalous skeletal substratum 
the intensity of the injury was not of 
such a degree as to make one expect 
severe damage to the kidney. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


SUMMARY AND CONCLUSIONS 


In traumatic rupture of the kidney 
the increase in size of the unprotected 
areas of the posterior surface of the kid- 
ney and the weakness of the muscular 
defense caused by anomalies of ribs 
and vertebrae are factors of great im- 
portance. In our series they represent 
72.7 per cent of the cases. 

From a medicosocial aspect, labor ac- 
cident laws and those dealing with ques- 
tions of compensation scales should bear 
these facts in mind. 


BIBLIOGRAPHY 


1. Coutts, W. E.; Banderas, T., and Cantin, F.: 
Contribution a l’étude des syndromes rénaux causés 
par l’existence de six vertébres lombaires, J. d’urol. 


44 :467, 1937. 


RESUME 


Anomalies costales et vertébrales dans 
les traumatismes du rein 


Toute augmentation de l’espace non 
protégé de la face postérieure du rein et 
tout affaiblissement de la défense mus- 
culaire dfis aux anomalies de cotes et de 
vertébres sont d’une importance capi- 
tale. Du point de vue médico-légal, 
surtout dans les accidents du travail, ces 
facteurs méritent d’étre considérés. 


ZUSAMMENFASSUNG 


Rippen- und Wirbelanomalien in 
Nierenverletzungen 


In Fallen von traumatischer Nieren- 
ruptur ist die vermehrte Grosse der un- 
geschtitzten Stellen an der _ hinteren 
Nierenoberflache und die Schwache der 
muskularen Schutzschicht, wie sie durch 
Anomalien der Rippen und Muskeln 
bedingt ist, von grosser Wichtigkeit. 
Vom sozial medizinischen Standpunkt 
gesehen, sollten die Unfallgesetze und 
Rentensatze diese Yatsachen  bertick- 
sichtigen. 
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SUMARIO 


Anomalias vertebrales y de las costillas 
en lesiones del rinon 


En rupturas traumaticas del rifon el 
aumento de tamafo de las areas no 
protegidas de la superficie posterior del 
rifion y la debilidad de la defensa mus- 
cular debido @ las anomalias de las 
costillas del area renal y de las vertebras 
son factores de gran importancia. En 
un aspecto médico, leyes de accidente del 
trabajo y escala de compensacion deben 
de tener en cuenta ésta condicion. 


RIASSUNTO 


Anomalie costali e vertebrali nei 
traumi renali 


Nella rottura traumatica del rene, 
aumento di volume della faccia posteri- 
ore de questo organo e la debolezza della 
difesa muscolare, dovuta ad anomalie 
delle coste o delle vertebre, sono di 
grande importanza. Da un punto di 
visto medico-legale, specialmente negli 
accidenti di lavoro, questi fattori vanno 
considerati. 
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Prof. Johannes Lange, ordinarius in psychiatry 
at Breslau, died at the age of 47. He was a 
pupil of Kraepelin, was particularly interested 
in cerebral pathology and genetic research and 
was the author of “Crime as Destiny.” 

0———— 

Dr. William C. Hunsicker, Director of Public 
Health of Philadelphia, clinical professor of 
urology at Hahnemann Medical College and Hos- 
pital of Philadelphia, and Senator of the Penn- 
sylvania State Legislature for many years, died 
January 10, aged 65. 





Sir Colin MacKenzie, M.D. (Melbourne), 
F.R.C.S. (Edinburgh), F.R.S. (Edinburgh), 
founder and first director of the Australian In- 
stitute of Anatomy at Canberra, has died. He 
was noted for his early studies on the organism 
of syphilis and especially for his researches in 
orthopedics. He was the author of “The Action 
of Muscles, Including Muscle Rest and Muscle 
Reeducation” and was well known as a collector 
of Australian anatomic faunal specimens. 











MOTION PICTURES OF THE HUMAN LARYNX 


SURGICAL SIGNIFICANCE IN NORMAL AND ABNORMAL STATES* 
WILLIAM A. LELL, M.D. 


PHILADELPHIA 


ODAY, more than ever before, 

there is a definite realization of the 

importance of photography as an 
aid in teaching. With the tremendous 
improvement in photographic equipment 
and material and the ease with which 
they may be utilized by the average 1n- 
dividual, it is only natural that there 
should be an enthusiastic trend toward 
photography as a means of recording 
interesting observations. 

To obtain good photographs of the 
surface of the body is a relatively easy 
matter. However, due to the location 
of the larynx in the human body, pho- 
tography of this structure offers more 
of a problem. The outstanding difficul- 
ties, in both still and motion pictures, 
are proper illumination and the adjust- 
ment of the apparatus so as to expose 
the larynx properly for photographing. 

As far back as 1883, Lennox Browne’ 
was able to obtain pictures of the human 
larynx with the crude equipment at his 
disposal. Since that time tremendous 
advances have been made in this field, 
so that today it is not unusual to sec 
motion pictures of the human larynx 
depicting normal and abnormal states, 
with faithful reproduction of the true 
color. 

Heatly’ and Pressman and Hinman,® 
using the method of direct laryngoscopy, 
have reported their technic and results. 
Lejeune, using the Lynch suspension 
apparatus, was successful in photo- 
graphing a large number of human 
larynges presenting various pathologic 
conditions. The cumbersome apparatus 
necessary in utilizing the aforemen- 
tioned methods and the fact that the 


patient had to be subjected to direct 
laryngoscopy have stimulated effort to- 
ward developing a simpler method. In 
this paper, the results of a simplified 
method are presented. 

By this technic the larynx is photo- 
graphed by mirror laryngoscopy, which 
makes it possible to set up the apparatus 
and take the necessary pictures in a few 
minutes, without subjecting the patient 
to an operative procedure, as would be 
required in direct laryngoscopy or with 
the suspension method. 

This paper is concerned with the pre- 
sentation of motion pictures in color of 
a series of human larynges. In this 
group of cases, first is depicted the 
normal larynx, showing the motility of 
the vocal cords. Then follow pictures 
illustrating pathologic conditions, in- 
cluding functional aphonia, paralyses of 
vocal cords, vocal nodules, and kera- 
tosis, cyst and carcinoma of the larynx. 


SUMMARY AND CONCLUSIONS 


A simplified method of laryngeal 
photography is presented, together with 
a series of illustrative cases. Laryngeal 
photography offers a definite means for 
obtaining a permanent record of normal 
and abnormal morphologic states in- 
valuable in diagnosis. Records obtained 
by the simplified method make available 
a variety of pathologic conditions for 
teaching purposes. [Laryngeal photog- 
raphy offers unusual opportunity for 
further investigation in this field of 
endeavor. Not only in thyroid surgery, 
but before all major operations, the 
patient should have a routine laryngeal 


* Read at the Second Annual Assembly of the International College of Surgeons, Philadelphia. 
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examination by a competent laryn- 
gologist. 
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RESUME 


La cinématographie du larynx 
humain 


L’auteur nous présente une méthode 
simplifiée de photographie du larynx 
humain. Plusieurs cas illustrants la 
méthode sont rapportés. La photo- 
graphie laryngienne nous permet d’ob- 
tenir une image permanente et d’une 
grande utilité diagnostique des états 
normaux et pathologiques du larynx. 
Ces images obtenues par la méthode 
simplifiée mettent a notre portée pour 
l’enseignement un grand nombre d’états 
pathologiques. La méthode nous offre 
de grandes opportunités pour pour- 
suivre nos recherches laryngologiques. 
Avante toute opération sur la glande 
thyroide, avant toute operation majeure, 
il est indiqué de soumettre le malade a 
un examen laryngé par un laryngolo- 
giste competent. 


ZUSAMMENFASSUNG 


Filmaufnahmen des menschlichen 


Kehlkopfs 


Eine vereinfachte Methode der Kebhl- 
kopfphotographie wird angegeben und 
eine Reihe illustrativer Falle beschrie- 
ben. Photographie des Kehlkopfes 
stellt ein wertvolles Mittel dar, um einen 
fortlaufenden Tatsachenbefund ftir nor- 
male und pathologische Bedingungen 
zu erhalten, der von unschatzbarem 
Wert zur Diagnosestellung ist. Die 
Mittels der vereinfachten Methode er- 
haltenen Befunde machen eine Reihe 


von verschiedenen pathologischen Be- 
dingungen ftir Lehrzwecke anschaulich. 
Kehlkopfaufnahmen bieten eine unge- 
wohnliche Gelegenheit fiir weitere For- 
schung auf diesem Feld. Nicht nur vor 
Schilddriisenoperationen, sondern vor 
allen bedeutenden Operationen sollte 
eine Untersuchung des Kehlkopfes 
durch einen getibten Larynogologen zur 
Regel werden. 


SUMARIO 
Peliculas de la laringe humana 


Un método simplificado de la foto- 
grafia de la laringe es presentado junto 
con una serie de casos ilustrados, Lz 
fotografia de la laringe ofrece una ma- 
nera ventajosa para obtener un registro 
permanente de la morfologia normal y 
anormal de los distintos estados que son 
de mucho valor para el diagéstico. L.os 
registros obtenidos por el método sim- 
plificado hacen utilizable una variedad 
grande de condiciones patologicas para 
los propositos de ensenanza. La foto- 
grafia de la laringe ofrece grandes opor- 
tunidades para hacer mas investigaci- 
ones en este campo. No solamente en 
la cirugia del tiroide, sino también en 
todas las operaciones de cirugia mayor, 
el enfermo debe pasar un examen de 
rutina de la laringe por un laringologo 
competente. 


RIASSUNTO 
La cinematografa della laringe umana 


L’autore presenta un metodo sempli- 
ficato della fotografia della laringe. La 
fotografia laringea ci permette di ot- 
tenere una immagine permanente della 
condizioni normali e patologiche, con 
grande utilita diagnostica. Non sola- 
mente nelle operazione della tiroide, ma 
anche in ogni operazione maggiore, é 
consigliabile sottomettere il malato ad 
un esame laringeo. 














INTERNATIONAL ASSEMBLY OF THE 
INTERNATIONAL COLLEGE OF SURGEONS 


IN CONJUNCTION WITH 


THIRD ANNUAL ASSEMBLY OF THE 
UNITED STATES CHAPTER 


May 21 to 25, Inclusive, 1939 
Headquarters at Hotel Roosevelt, New York City 


Sunday, May 21, 2:00 p. m. 

Registration (no registration fee). 

Scientific exhibits. 

Technical (commercial) exhibits. 

Informal reception to distinguished foreign 
guests, and to out-of-town Fellows, Members 
and Associate Members and their families and 
guests. 

The evening is free for social activities and visit- 
ing points of interest in the city. 


Monday, May 22, 9:30 a. m. 

Assembly called to order by INTERNATIONAL 
PRESIDENT Dr. ANDRE Crorttt. 

Invocation. 

Addresses of Welcome, by INTERNATIONAL PRESI- 
DENT Crotri, who will introduce the Governor 
of the State of New York, who will welcome 
the Assembly to New York City. 


SCIENTIFIC PAPERS 

Research in Certain Military Surgical Problems. 
Major GENERAL C. R. ReyNoLps, Surgeon Gen- 
eral, United States Army, Washington, D. C. 

Present-Day Tendencies of Lung Surgery. GEN- 
ERAL Dr. CONSTANTIN ILIEscU, Inspector Gen- 
eral Medical Service, Rumanian Army, Bu- 
charest, Rumania. 

Anesthesia in the United States Naval Service. 
Rear ApmirAL Ross T. McIntire, Surgeon 
General, United States Navy, Washington, 
be Ox 

New Method (Operative) in the Treatment of 
Coxa Vara Traumatica. GENERAL STANISLAUS 
RoupPert, Surgeon General of Poland, War- 
saw, Poland. 
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LUNCHEON 


Luncheon for groups in Hendrik Hudson Room, 
round table discussion. 


Monday, May 22, 2:00 p.m. 
SCIENTIFIC PAPERS 


The Surgical Reconstruction of the Arthritic Pa- 
tient. Dr. Frank A. Dickson, Kansas City, 
Mo. 

Contribution of the Operative Cholangiography 
to the Physiopathology of the Common Bile 
Duct. Pror. Dr. P. L. Mrrizz1, Cordoba, Argen- 
tine. 

Common Duct Injuries: Causation and Repair. 
Dr. THomas E. Jones, Crile Clinic, Cleveland. 

The Genesis of Electrosurgery. Dr. A. J. 
Riviére, Paris, France. 

Involution of the Lesser Curvature of the 
Stomach as a Complication of Chronic Gastric 
Uleer. Dr. Y. Srupertine, City Hospital 
“Kivela,’ Helsinki, Suomi, Finland. 


Monday, May 22, 9:00 p. m. 


CONVOCATION (Hendrik Hudson Room) 
INTERNATIONAL PRESIDENT Dr. ANDRE CROTTI, 
Chairman 
Dr. BENJAMIN I. GOLDEN, Grand Marshal 
Invocation by Rev. NoRMAN VINCENT PEALE, 
D.D., Pastor of the Marble Collegiate Church, 
introduced by INTERNATIONAL PRESIDENT 

CROTTI. 

Presentation of Fellows, Members and Associate 
Members of the United States Chapter to Dr. 
FREDERICK M. DouGiass, NATIONAL PRESIDENT. 


Presentation of diplomas and certificates. 


Presentation of Foreign Honorary Fellows to IN- 











MEETINGS AND 


TERNATIONAL PRESIDENT Dr, ANDRE Crotti by 
Dr. WILLIAM SEAMAN BAINBRIDGE. 
Presentation of diplomas of Honorary Fellowship. 
Oration on surgery by INTERNATIONAL PRESIDENT 
Dr. ANDRE Crotti, Columbus, Ohio. 
Reception and buffet supper for all, including the 
ladies, in the Palm Room adjoining the Hendrik 
Hudson Room. 


Tuesday, May 23, 9:00 a. m. 
SCIENTIFIC PAPERS 


The Hospital and the Surgeon. Dr. WILLIAM 
H. Wats, Chicago. 

The Result of Anterior Pituitary Transplants on 
the Anterior Chamber of the Eye. Dr. RAFAEL 
FE. Lopez, Caracas, Venezuela. 

Surgical Restoration in War Injuries of the 
Mandible, with Special Reference to the Fixa- 


tion of Edentulous Fragments. Dr. Emi. 
Major, University of Budapest, Budapest, 
Hungary. 


Bone Transplantation in Cases of Fracture and 


Osteomyelitis. Dr. A. Fanri ArEL, Faculty of 
Medicine, University of Istanbul, Istanbul, 
Turkey. 


Complications of Operation for Acute Appendi- 
citis. CoLONEL Dr. JULES VONCKEN, Secretary- 
General of the International Congress of Mili- 
tary Medicine and Pharmacy, Liége, Belgium. 


Tuesday, May 23, 2:00 p. m. 
SCIENTIFIC PAPERS 


Pioneer Surgery in Syria. Dr. A. A. ALTOUNYAN, 
The Altounyan Hospital, Aleppo, Syria. 
Stromatous Endometriosis of 

Dr. J. R. Goopati, Montreal, 


Sarcoma Versus 
the Uterus. 
Canada. 

Surgery of Carotid Body Tumors. 
McNEALyY, Chicago. 

Osteochondroblastoma Metacarpal Primitive. Dr. 
MANvuEL A. MANZANILLA, Mexico City, Mexico. 

Some Brief Remarks Concerning White Bile. 
GENERAL Dr. FrRANctsco CASTILLO-NAJERA, Am- 
bassador from Mexico to the United States. 


Dr. R. W. 


Tuesday, May 23, 8:00 p. m. 


Banquet in the Grand Ballroom of the Hotel 
Roosevelt, following a formal reception, with 
a receiving line, to enable all Fellows, Mem- 
bers and Associate Members and their ladies to 
meet the International Officers, the National 
Officers and distinguished foreign guests. 

INTERNATIONAL PRESIDENT Dr. ANDRE 
Crotti, Presiding Chairman of Banquet. 

Dr. WILLIAM SEAMAN BAINBRIDGE, Toast- 
master. 
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Invocation by REVEREND JOSEPH ROONEY, 
Sey: 

Dr. ANpRE Crotr1, Dr. Max TuHorEK, 
CoLONEL JULES VONCKEN, Major GEN- 
ERAL CHARLES R. REYNOLDS, REAR Ap- 
MIRAL Ross T. McIntire, His Excet- 
LENCY Dr. FRANCISCO CASTILLO-NAJARA, 
Speakers. 

Dr. EpwarD FRANKEL, JR., General Execu- 
tive Chairman. 


Wednesday, May 24, 9:00 to 12:00 a. m. 
Operative clinic at the Cornell University-New 
York Hospital Medical Center by Dr. GrorGe 
J. Hever, Director of Surgery, and staff. 
3:00 to 4:30 p.m. 
Operative clinic at the Mount Sinai Hospital, by 
Dr. A. A. Berc and staff. 


Operative and dry clinics at other important hos- 
pitals. 


5:00 p.m. 

Executive Session of the United States Chapter 
in conjunction with the International Body, fol- 
lowed by addresses on the formation of Teach- 
ing Guilds, by Drs. Vincent A. LAPENTA and 
CuHartes H. Arnoip. General discussion on 
this topic. 

Thursday, May 25, 10:00 a, m. 

Assembly at the New York World’s Fair, Main 
Auditorium. 

Address of welcome by the Hon. Grover 
WHALEN, Director of the New York World’s 
Fair activities. 


Address by INTERNATIONAL PRESIDENT Dr. ANDRE 


Crottt. 
12:00 to 1:30 p. m. 
Luncheon at the F. & M. Schaefer Center, the 
largest restaurant at the World’s Fair. 
Afternoon visit to various exhibits in 
with guides. 


groups, 


ACTIVITIES OF SPECIAL INTEREST 
FOR LADIES 

1. Sight-seeing trips by motor bus around New 
York. 

2. Visit to three of the towers: (a) Woolworth, 
(b), Chrysler, (c) Rockefeller Roof. 

3. Visit to Statute of Liberty. 

4. Visit to Hayden Planetarium. 

5. Visit to Newsreel. 

6. Two sight-seeing tours in boats around en- 
tire Manhattan Island. 

7. Trip to West Point. 

8. Rockefeller Center tour. 








9. NBC tour: (a) radio tour, (6) television 
tour. 

10. Three different cabaret shows. 

11. Special bus trip to the World’s Fair. 

12. World’s Fair by motor speed boat, a twelve- 
mile ride at 35 miles per hour. 

13. Admission to special events at the World’s 
Fair. 

Metropolitan Museum of Art. 
15. Museum of Natural History. 


GENERAL COMMITTEE ON 
ARRANGEMENTS 


Honorary Chairman 


Dr. ANDRE Crotri (Ex Officio), Columbus, Ohio 


Honorary Vice Chairmen 
Dr. Frep H. Atsee, New York, 
Chairman of Scientific Program 
Dr. WILLIAM SEAMAN BAINBRIDGE, New York, 
Assistant Chairman of Scientific Program 
Dr. A. A. Berc, New York 
Dr. Freperick M. Douciass (Ex Officio), 
Toledo, Ohio 
Dr. DuNcAN MACPHeERSON, New York 
Dr. Max THorek (ix Officio), Chicago 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Executive Chairman 
Dr. EpwarbD FRANKEL, JR., New York 


Committee 
CuHares H. Arnoxp, Lincoln, Neb. 
Moses BEHREND, Philadelphia 
P. BrooKe BLAND, Philadelphia 
Mitton BopENHEIMER, New York 
MaLcoLmM CAMPBELL, New York 
Joun E. Cannapay, Charleston, W. Va. 
Fart B. Craic, Philadelphia 
STANLEY Ess, New York 
GEORGE SANFORD Foster, Manchester, N. H. 
James A. Getrincs, New Haven, Conn. 
BENJAMIN I, GoLpEN, Elkins, W. Va. 
CHEVALIER L. Jackson, Philadelphia 
Vincent A. LAPENTA, Indianapolis 
RicHARD A. LEONARDO, Rochester, N. Y. 
Oscar B. NuGEeNt, Chicago 
CuHeEster A. PEAKE, Brooklyn 
CHARLES Puitiips, New York 
Dr. Henry M. ScuHerer, New York 
Dr. Rurus E. Sterson, New York 
Dr. THomas J. Tonin, New York 
Dr. I. TRACTENBERG, Brooklyn 
Dr. S. J. TureLt, New York 
Dr. J. Witttam Wuite, Scranton, Pa. 
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TENTH INTERNATIONAL CONGRESS OF MILITARY 
MEDICINE AND PHARMACY 


Ninth Session of International Office of Medico- 
Military Documentation 


The Tenth International Congress of Mili- 
tary Medicine and Pharmacy, which includes 
medicine, surgery, sanitation, pharmacy and den- 
tistry in all their branches, held their meeting in 
Washington, D. C., on invitation of President 
Roosevelt, May 7 to 15, 1939; this for the first 
time in a capital outside of Europe since the in- 
ception of the organization eighteen years ago. 
Forty nations were scheduled to send representa- 
tives. The meeting was then transferred to New 
York for the Ninth Session of the Inter- 
national Office of Medico-Military Docu- 
mentation, at the Waldorf-Astoria Hotel, May 
17 to 20. 

The International Congress of Military Medi- 
cine and Pharmacy was sporisored by King Albert 
and Queen Elizabeth of the Belgians, and was 
conceived and organized in 1921 by Col. Jules 
Voncken, of the Belgian Military Service, and 


Dr. William Seaman Bainbridge, Captain, Medical 
Director in the United States Naval Reserve. 
Since then it has met every two years in the 
various capitals of Europe. It aims at the inter- 
nationalization of all branches of the healing art, 
with the collection, codification and standardiza- 
tion of all available knowledge. At each Con- 
gress six main topics are discussed. The country 
in which the Congress is held submits an official 
report on each question, as does another nation 
selected for its special experience in the subject 
under discussion. Valuable contributions on each 
question are also received from other countries. 
Toward the close of the Congress, general con- 
clusions are drawn up and are ‘accepted only if 
they have the unanimous approval of all the 
delegates. The Permanent Committee consists of 
one member from Belgium, France, Great Britain, 
Italy, Spain, Brazil, Switzerland, and the United 




















States (which Dr. Bainbridge represents). The 
central bureau of the Congress is located in 
Liége, Belgium. 

The International Office of Medico-Military 
Documentation is a daily working activity of the 
Congress and is located in the Military Hospital 
at Liége. Here are collected books, documents, 
published and unpublished articles on medico- 
military topics, and various material related to 
the medical services of the countries of the world, 
not of a confidential nature. Accredited repre- 
sentatives of governments are at liberty to utilize 
this office for reference, and there is a depart- 
ment that answers technical questions received 





National Gastroenterological 
Association 


The National Gastroenterological Associa- 
tion met in New York City, May 31, June 1 and 
2. On May 31 a reception was held at the Pro- 
fessional Building of the New York World’s 
Fair. The scientific sessions, on June 1 and 2, 
under the chairmanship of the President, Dr. 


Anthony Bassler, were held in Squibb Hall, the 
Squibb Building. The following papers were 
read: 


The Role of Circulatory Disorders in the Diag- 
nosis of Lesions of the Gastro-Intestinal Tract. 
Dr. J. Srewart RopMAN and Dr. WiLiiaM G. 
LEAMAN, Philadelphia. 

A Consideration of the General Problem of 
Gastric and Duodenal Ulcer (illustrated with 
lantern slides). Dr. JAMes J. Hepsurn, Bos- 
ton. 

The Causes of Poor Results in the Operative 
Treatment for Duodenal Ulcer. Dr. Husiey 
R. Owen, Philadelphia. 

The Anemias Versus Gastro-Intestinal Disease. 
Dr. SAMuEL A. LOEWENBERG, Philadelphia. 
The Control of Hemorrhage in the Jaundiced 
Patient. Dr. I. S. Ravpin and Dr. J. E. 

Ruwoaps, Philadelphia. 

Report of a Case of Segmental Jejuno-Ileitis. 
Dr. Max ErNnuorn and Dr. Otto C. Pick- 
HARDT, New York. 

Disorders of Calcium Metabolism in Diseases of 
the Gastro-Intestinal Tract. Dr. CHARLES L. 
Brown, Philadelphia. 


An Evaluation of Liver Function Tests. Dr. 
FraANK W. KoNnzeELMANN, Philadelphia. 
Conservatism in Surgery of the Pancreas. Dr. 


Georce W. Papen, Boston. 
The Surgical Management of Acute Cholecysti- 
tis. Dr. JoHN F. McCioskey and Dr. JAMES 
A. LEHMAN, Philadelphia. 


MEETINGS AND CONGRESSES 








171 





by mail. 

The business and scientific program of the 
Ninth Session of the International Office of 
Medico-Military Documentation is in the 
hands of Dr. William Seaman Bainbridge (Cap- 
tain, Medical Director, United States Naval Re- 
serve), and the New York Hospitality Committee 
is headed by Dr. Lucius A. Salisbury (Colonel, 
New York National Guard). Besides the papers 
presented there were visits to important medical, 
scientific and other centers, a luncheon, and a 
gala banquet in honor of the distinguished guests 
from overseas, of about 1,500 persons, followed 
by dancing, on the evening of May 18. 


o—— 

The Therapy of Colon Stasis. Dr. BERNARD 
Fantus, Chicago. 

Gastro-Intestinal Tuberculosis. Dr. Extiis B. 


FREILICH, Chicago. 

Immunity in Hookworm Disease. Dr. WILLIAM 
WALTER Cort and Dr. GILBert FRED Otto, 
Baltimore. . 

Gastro-Intestinal Disturbances Due to Bacterial 
Toxemia from Focal Infection. Dr. Myer 
Sotts-CoHEN, Philadelphia. 

Congenital Bands and Adherences: Symptoma- 
tology and Treatment. Dr. Cyrus WaArREN 
STRICKLER, Atlanta, Ga. 

Primary and Recurrent Obstruction of the Com- 
mon Duct. Dr. Moses BEHREND, Philadelphia. 
Dr. I. 

SAMUEL 


Complications of Diaphragmatic Hernia. 
R. JANKELSON, Boston, and Dr. 
MoreEIN, Providence, R. I. 

Demonstration of Gastric Resection by Motion 
Picture Film. Dr. Grorce GAvIN MILLER, 
Montreal, Canada. 

Gallbladder Disease and Gallstones (by title). 
Dr. BELA HALpert, New Orleans. 


——o 





The International Hospital Association 
Congress, under the presidency of Dr. Malcolm 
T. MacEachern, will be held in Toronto, Canada, 
next September just before the annual convention 
of the American Hospital Association, the con- 
vocation of the College of Hospital Administra- 
tors, the convention of the Protestant Hospital 
Association, and meetings of other organizations 
of national scope allied to the hospital field. 
Among the speakers of International reputation 
will be: Dr. René Sand, of Belgium; Sir Donald 
Menzies, the eminent British authority on hos- 
pitals; Capt. J. E. Stone, of the Birmingham Hos- 
pitals Centre; Mr. Cederstrom, architect, and Dr. 
W. Alter. A large group of men from Latin 
America will attend, with practically every coun- 
try in Central and South America represented. 























PHILADELPHIA GUILD CLINICS OF THE 
INTERNATIONAL COLLEGE OF SURGEONS 


Dr. Craig performed a Watkin’s interposition 


April 15, 1939 


University Hospital 
8:30 to 10 a. m. Dr. I. S. Ravdin and Staff. 


Hahnemann Hospital 

10:15 to 11:30 a.m. Dr. Earl B. 
Staff. 

Temple University Hospital 


11:45 a. m. to 1:15 p.m. Dr. W. Wayne Bab- 
cock and Staff. 


Craig and 


Jewish Hospital 


Luncheon. 


1:30 p. m. 
Dr. Moses Behrend and Staff. 


2:00 to 3:45 p. m. 
Jefferson Hospital 
4:30 to 6:00 p. m. Dr. P. Brooke 
Staff. 


7:00 p. m. 
clinics. 


Bland and 


Dinner, Union League. Review of 


Dr. Ravdin operated on a patient with chole- 
lithiasis by cholecystectomy with transverse in- 
cision. Ravdin drains in all cases. In a talk by 
Dr. Ravdin and his associates the following 
statements were pertinent: 

No reliance is placed on liver function tests. 
It is not necessary to give patients tremendously 
high carbohydrate diets as before; 30 per cent 
carbohydrates and 70 per cent protein are used. 
The van den Bergh test is the only one used on 
Dr. Ravdin’s service. Spinal anesthesia is the 
safest of all anesthetics. All other anesthetics 
have caused degeneration of the liver. In jaun- 
dice the greatest preventive of bleeding is 
vitamin K and bile salts. Hemorrhage is due 
to deficiency of prothrombin. The subject of 
heparin and thrombosis was discussed. There is 
no question of the efficiency of this agent in 
addition to operation. 


operation for prolapse of the uterus. Before 
operation he used a spray of antiseptic solution 
consisting of merthiolate and alcohol, then paint- 
ing the entire abdomen with sealskin. The sec- 
ond case was one of retroversion, treated by 
shortening of the ligaments by means of a new 
operation as advocated by Dr. King. 


Dr. Babcock demonstrated immediate post- 
operative cases (subtotal gastrectomy, appen- 
dectomy, laryngectomy). He also demonstrated 
his glass drainage tubes, which consist of an 
outer shell of glass with another tube running up 
the center to which suction can be applied. He 
uses wire in almost all operations, including in- 
testinal suture. He presented the following 
patients: 

Woman aged 77 with carcinoma of the rec- 
tosigmoid, with metastasis to the liver. Single 
barrel abdominal colostomy. 

Woman aged 65. Nephrectomy with transverse 
upper right abdominal incision, 

Man aged 53. Transverse colostomy, appen- 
dicostomy. 

Man aged 34 with mechanical ileus. 
ostomy. 

Man aged 67 with acute purulent cholecystitis 
with stones. Cholecystectomy of subhepatic 
peritoneum, with sump drain. 

Man aged 46 with portal cirrhosis with ascites, 
requiring abdominal paracentesis every five to 
eight days; relief from right peritoneal-saphenous 
anastomosis; repeated on left side. 


Enter- 


The following cases were demonstrated by 
Dr. Behrend: 

Gaucher’s disease in a boy aged 12 years. The 
spleen weighed 10% pounds (4.7 Kg.),. the larg- 
est Dr. Behrend had seen in a child. 

Incarcerated inguinal hernia (left) in a man 
aged 54. 

Chronic calculous cholecystitis in a woman 
aged 37. 
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Carcinoma of the left ovary and possible car- 
cinoma of the uterus in a woman aged 38. 
Umbilical hernia in a woman aged 50. 
Tubo-ovarian abscess, possible ovarian cyst or 
pedunculated fibroid, in a woman aged 34. 
Right indirect inguinal hernia and congenital 
hypothyroidism in a woman aged 26. 
Fibromyoma uteri in a woman aged 47. 
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Acute appendicitis, subsiding, and _ possible 
tubo-ovarian disease, in a woman aged 20. 


The final clinic was held by Dr. Bland. He 
performed perineal plastic operations on two 
patients. 

At 7 p. m. the group met at the Union League 
and was entertained at an excellent dinner ar- 
ranged by Dr. Bland. 

















NEWS FROM MEXICO 


The Mexican Academy of Surgery cele- 
brated on February 3 the inaugural session of 
the academic year 1939 under the presidency of 
Dr. Luis Rivero Borrell. 

= 

The new civil hospital of Monterrey was 
dedicated on February 6. This hospital has been 
named for Dr. José Eleuterio Gonzalez, whose 
body is buried here under a simple monument 
commemorating this renowned man of science 
and great benefactor. The inaugural address 
was delivered by General Anacleto Guerrero, 
Governor of Nuevo Léon. 

—_—O0— 

Construction of a hospital for oil workers 
in the city of Puerto México, Veracruz, is con- 
templated by the Mexican syndicate of oil 
workers. 

—-l— 

Dr. José Torres Torija was elected President 

of the National Academy of Science for 1939. 
—— 

A National Committee for the Study of 
Industrial Accidents, corresponding to the In- 
ternational Permanent Committee, has been 
formed under the presidency of Dr. Manuel A. 
Manzanilla, Mexican member of the Interna- 
tional Committee. 


A committee known as the Socorro Médico 
Hispanista has been formed for the aid of 
gynecologists and surgeons. The president of the 
Mexican Academy of Surgery will preside, and 
the committee will function in conjunction with 
the ladies’ auxiliary consisting of the wives of 
members of the Academy. 

0 

A committee of surgeons of the Juarez Hos- 
pital is planning a National Assembly of 
Surgeons, which will be the third to take place 
at this hospital. 

—o— 

The University of Mexico inaugurated its 
1939 activities on February 13 in the Bolivar 
Amphitheater under the presidency of Dr. Gus- 
tavo Baz, Rector of the University. Courses in 
the Faculty of Medicine began February 16. 

i 

The wives of members of the Mexican 
Academy of Surgery will henceforth be en- 
titled to wear a special insignia designed for 
them, to be worn during scientific and social 
meetings of members of the Academy. This dis- 
tinction was launched at a brilliant meeting at 
the residence of the former president of the 
Academy, Dr. Manuel J. Castillejas, on February 
4, at which the members of the Academy and 
their wives participated. 














FACTS ABOUT THE “IRON LUNG” 


To the Editor :—In recent months a great deal 
of consideration has been given to various types 
of apparatus for the prolonged administration of 
respiration, and much discussion con- 
mechanical useful for gas as- 
phyxia, drowning and other emergencies (in 
cases of infants, newborn, etc.), in mines, etc., 
as well as paralysis of respiration in infantile 
has appeared in the newspapers and 
medical journals. In various localities commit- 
tees have been organized to raise funds for the 
purchase of “iron lungs” and pulmotors for use 
in infantile paralysis and other extreme emer- 
gencies ! 

It should be brought to the attention of the 
medical profession and the general public that, 
in the opinion of the leading physiologists and 
experts on respiration, including Yandell Hen- 
derson (1928), Haggard, Haldane and others, the 
Drinker and [:merson respirators are not suited 
to resuscitation in emergencies, although they are 
often of live-saving value in cases of prolonged 
respiratory paralysis. (See Yandell Henderson: 
“Adventures in Respiration: Modes of Asphyxi- 
ation and Methods of Resuscitation,” Baltimore, 
Williams & Wilkins Company, 1938, chap. 17, p. 
272). 

Henderson states: “In cases of drowning, the 
time limit within which resusciation is possible 
is generally given as not more than 10 or 12 
minutes!’ and on page 279 he asserts: ‘“Intra- 
tracheal insufflation of oxygen aided by an occa- 
sional compression of the thorax may help to 
save life in cases of respiratory failure in sur- 
gical clinics.” 

Henderson further believes that the PULMO- 
TOR in practice is almost valueless and some- 
times probably harmful (Henderson, page 270). 
“At best it merely supplies air with a small en- 
richment of oxygen.” 

The Special Commission on Resuscitation, un- 
der Dr. Cecil K. Drinker as Chairman, including 
W. B. Cannon, D. L. Edsall, L. J. Henderson, 
F. W. Peabody, Y. Henderson, H. W. Haggard 
and three others, unanimously disapproved the 
pulmotor (for resuscitation) for artificial res- 
piration. 

The Haggard and Henderson INHALATOR, 


artificial 


cerning devices 


paralysis, 
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with combined carbon dioxide and oxygen treat- 
ment (made by the Mine Safety Appliance Com- 
pany), is much more useful in these emergency 
cases, according to the leading authorities. 

It is of historical interest to note here that 
the original “iron lung” or the “spirophore” was 
first produced in 1876 by Woillez, mentioned by 
him in 1875, and described at the meeting of the 
Académie de médecine (Paris) of June 20, 1876. 
Woillez reported four demonstrations before the 
Académie de médecine in his article “Du 
spirophore, appareil de sauvetage pour le traite- 
ment de l’asphyxie, et principalement de I’as- 
phyxie des noyés et des nouveau-nés” (Bull. 
Acad. de méd., Paris 41:611-627, 1876; ibid. 
40 :454, 1875). 

This “iron lung” was strikingly similar in ap- 
pearance to and identical in principle with Philip 
Drinker’s or Emerson’s iron lung. It consisted 
essentially of a steel cylinder enclosing the body 
of the patient, with a rubber collar around the 
neck providing an air-tight seal. 

Photographs of this original iron lung or 
spirophore showing the instrument opened and 
closed with a patient in it appear in the Bulletin 
de l’Académie de médecine (Paris) (119:82-85, 
1938) and in the Lancet (London) (1:237 [Jan. 
28] 1939), with a letter by Dr. C. L. G. Pratt. 

The original iron lung idea, and credit for 
priority in the discovery of this invention, shouid 
rightfully belong to Woillez! The Woillez 
spirophore or respirator is not mentioned in the 
monograph on “Carbon Monoxide Asphyxia” by 





Cecil K. Drinker (Professor of Physiology, 
Harvard University), under ‘Mechanical De- 
vices” (Cecil K. Drinker: “Carbon Monoxide 


Asphyxia, New York, Oxford University Press, 
1938, pp. 174-179), and no mention is made of 
the original Woillez invention (1876) in the 
monograph on “Adventures in Respiration” by 
Yandell Henderson. 

Drinker refers to the reports by P. Drinker 
and L. A. Shaw (1929), T. Thunberg (1924, 
1930), Drinker (1928), Eve (1932), Killick and 
Eve (1933), Kerridge (1934, 1936), Sir William 
Bragg, R. W. Paul, etc., but makes no mention 
whatever of the original Woillez report (1876). 

It is interesting to note that Lord Nuffield, of 
England, has offered to donate five hundred iron 
lungs—one to each of the large hospitals in the 
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British Isles, where there will be properly quali- 
fied and trained persons to supervise the use of 
these special machines. They will cost only 25 or 
30 English pounds (about $125) each. 

In most acute respiratory emergencies, oxygen 
and carbon dioxide inhalators, properly working 
oxygen outfits with suitable tents and oxygen 
analyzers are of much greater use for all gen- 
eral purposes and much more frequently of life- 
saving value than the large, cumbersome Drinker 
and Emerson iron lungs. Incidentally, the latter 
cost about $1,450 each, and are useful almost 
solely in cases of infantile paralysis with respira- 
tory failure (that is, they are of value only in 
cases of prolonged respiratory paralysis). 

Often, as in migraine, coronary thrombosis, 
asthma and severe anemia (anoxemia) the 
“B-L-B” Inhalation Apparatus (Boothby, Love- 
lace and Bullbulian) is very useful. 

The BRAGG-PAUL PULSATOR is a pneu- 
matic jacket for applying rhythmic positive pres- 
sure, and is a very convenient and effective ap- 
paratus. The DRINKER and BOTH machines 
and the EMERSON modification are total en- 
closure instruments; the entire body, with the 
exception of the head, is enclosed in the appara- 
tus. The BRAGG-PAUL apparatus is much 
preferred by some English experts to the 
Drinker-Emerson type. 

The BURSTALL apparatus applies negative 
pressure and resembles a cuirass. The BIO- 
MOTOR is a German apparatus. There is also 
an apparatus recently introduced in Sweden. 

It is highly essential that whatever type of 
respirator is used, especially trained persons must 
supervise its use. If a respirator is handled un- 
skilfully, the patient may die! 

Expert and very gentle nursing and good med- 
ical care are essential. 

Careful team work is at all times necessary in 
these emergency cases where the respirators are 
used. 

Hyman I. Goutpstein, M.D., 
Camden, N. J. 


To the Editor :—Except for the slight scolding 
to my brother for not mentioning Woillez, Dr. 
Goldstein’s note is substantially the same as the 
letter he published in the New England Journal 
of Medicine for April 6, 1939, page 612. A con- 
siderable series of letters on “iron lungs,” Lord 
Nuffield’s proposed gift of five hundred machines 
to Great Britain, etc., have been appearing re- 
cently in the Lancet and the British Medical 
Journal, Several of these letters discussed the 
Woillez device, of which Dr. Goldstein appears 
to think we were ignorant. 

Professor Thunberg told us of the Woillez ap- 
paratus in 1926 or 1927, when Shaw and I were 
working on the experimental apparatus which 
would be applicable in treating ‘respiratory fai! 


wn 


ure in poliomyelitis. I do not remember the exact 
date of Thunberg’s letters, but the Woillez cita- 
tion appears in Enghoff’s monograph (Skandinav. 
Arch. f. Physiol., vol. 52, 1927), which Thunberg 
sent us. We have continually exchanged data 
with him, 

There is nothing’ in Woillez’ papers which 
would help any one confronted with our problem. 
Somewhere Osler mentioned the fact that respira- 
tory failure in Landry’s palsy could be treated 
with a mechanical device. I do not doubt that 
many others had the same idea long before us. 
About one-half minute in a modern “iron lung” 
will convince a skeptic that the device is likely 
to be effective in respiratory paralysis of any 
sort. Woillez was interested in the treatment of 
suffocation as an emergency proposition. His ex- 
periments were performed on animals and on 
human cadavers. He gave no figures whatever 
as to the pressure changes needed. 

The only claim to discovery that we have ever 
made is that we measured the pressure changes 
needed to induce respiration. Why that had not 
been done before, I cannot explain, but as soon 
as we realized how small these changes were, it 
Was an easy matter to mechanize the process. 

Dr. Goldstein’s admonitions on the need of 
trained personnel have one very serious omis- 
sion, as far as poliomyelitis is concerned. The 
patient is acutely ill and extremely sensitive to 
pain and to any irritation, as of the skin. A 
device which will tide over a little child for a 
week or so through such a catastrophe as respira- 
tory embarrassment must be comfortable, but no 
mechanical appliance will take the place of unre- 
mitting nursing and medical care of the most ex- 
acting sort. 

PHILIP DRINKER. 
Professor of Industrial Hygiene, 
Harvard University. 


To the Editor:—\1 read Dr. Philip Drinker’s 
letter of April 21, 1939. The important fact re- 
mains that neither Dr. Cecil K. Drinker (Pro- 
fessor of Physiology, Harvard University), in 
his early publications and in his monograph on 
“Carbon Monoxide Asphyxia” (March 1938), 
nor Dr. Philip Drinker (Professor of Industrial 
Hygiene, Harvard University), in his original 
articles, written in collaboration with Dr. L. A. 
Shaw and Dr. C. F. McKhann (“The Use of a 
New Apparatus for the Prolonged Administra- 
tion of Artificial Respiration,” J.A.M.A. 92:1658 
[May 18] 1929; J. Clin. Investigation 7 :229-247 
| June] and 8:22-46 [Dec.] 1929), made any 
mention whatsoever of Woillez’ report and dis- 
cussions (Bull. Acad. de méd., Paris 41:611-627 
[June 20] and 754-761 [Aug. 1] 1876) and the 
discussions by Colin (ibid., pages 761-782 [Aug. 
8]), Le Roy de Méricourt (ibid., pages 782-789), 
Devergie (ibid., pages 817-824), Depaul (ibid., 
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pages 836-838 [Aug. 16]) and Woillez (ibid., 
pages 838-839) ! 

Drinker and Shaw, in June 1929, referred to 
T. Thunberg‘s “Barospirator” (1927), W. Steu- 
art’s apparatus (1918), Doe’s apparatus for 
asphyxiated children (1889) and Eisenmenger’s 
device (Vienna, 1928). 

Glory properly goes to those who are respon- 
sible for final accomplishments, but certainly 
some credit is justly due for the discovery and 
the original idea, and this belongs to Woillez 
(1876) ! 

I am submitting photostatic copies of a com- 
munication which appeared in the Bulletin de 
V’Académie de médecine, Paris (119:82-85 [Jan. 
11] 1938, entitled “Le spirophore, inventé en 
1876, par M. Woillez (d’Arras).” 

HyMaAn I. GOoLpsTEIN, 
Camden, N. J. 


FOREIGN LETTERS 


PARIS 
(From Our Regular Correspondent) 


Feb. 29, 1939. 
Medicosurgical Documentation 


About twelve years ago Dr. Pierre Astier, at 
the solicitation of a large number of physicians 
and students, decided to establish an international 
office of medicosurgical documentation. Since 
its foundation 2,000,000 abstracts and 100,000 
case reports have been collected, and 300,000 let- 
ters giving information have been sent on request 
gratuitously. 

Dr. Astier in creating this institution met a 
wish formulated in 1926 by the Congress for the 
Advancement of Science. Not only can those 
represented consult the 1,200 reviews and the 
3,000 volumes which constitute the result of this 
endeavor, but they can also receive on request 
complete documentation on any question. In 
France and foreign countries this opportunity is 
freely made use of. 

Foreign colleagues visiting Paris are always 
welcome at the office of Le Monde Medical, 42 
rue du Docteur Blanche, Paris XVI, and there 
can obtain necessary information they may desire. 


Electronarcosis 


Experimental studies are described by A. 
Dénier (Anesth. & Analg. 4:451 [Nov. 4] 1938). 
Sleep can be induced by intermittent currents of 
low tension (from 5 to 10 milliamperes, from 7 
to 50 volts, with an intermittency of 1 on 9). In 
a nerve subjected to the galvanic current the 
anode, such as calcium, lessens the permeability 
of the membrane; the cathode, such as potassium, 
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increases it; and this action influences all the 
regions irradiated by the current. It seems that 
paths of polarized action are the same for the 
central nervous system as for the isolated nerve, 
and in different animals complete anesthesia can 
easily be obtained by the passage of a continu- 
ous current. Though narcosis is easily produced, 
the state of contraction is not avoided and may 
lead at times to an epileptic phase. This is the 
obstacle which has been met by all who have 
studied the question experimentally. Dénier sub- 
stituted the high frequency current for continu- 
ous currents, and in using a frequency of 16 to 
23 microseconds he obtained in experimental ani- 
mals perfect anesthesia without contractions. 
Further experimental studies may yield bene- 
ficial results for man. 


Repair of Divided Flexor Tendons of Fingers 


Montant (Mém. Acad. de chir. 64:1344 [Dec. 
14] 1938) operated on fifteen patients with di- 
vided flexor tendons of the fingers. Seven pa- 
tients were operated on within six hours after 
the accident. The result has been good in five 
cases and fair in two, and in eight cases of late 
operation he had two very satisfactory results, 
three good results, one fair result and two fail- 
ures. His technic calls for exposure of the di- 
vided tendons and placing a safety pin through 
the teguments on both the proximal and the 
distal end. One of the ends is thinned and placed 
in a V-shaped incision in the other end of the 
affected tendon and sutured with linen. The 
finger is maintained in flexion. On the fifteenth 
day the affected tendon is cautiously mobilized. 
This method is stated to reduce the duration of 
the treatment and functional disabilities. 


Surgical Treatment of Pulmonary Carcinoma 


R. Monod (Mém. Acad. de chir. 64:1326 [Dec. 
7] 1938) reports two cases operated on. He 
states that carcinoma of the lung is not uncom- 
mon, but in barely 10 per cent of the cases is 
the diagnosis made at a period at which surgical 
removal offers curative possibilities. Neverthe- 
less, the results of operation are encouraging. 
The pulmonary lymphatic nodes are involved 
only late, and the evolution of the carcinoma is, 
in general, slow. One does not think often enough 
of this condition, especially in cases of carcinoma 
of the smaller bronchi, which is not accompanied 
by very evident diagnostic signs and often is con- 
firmed only during exploratory thoracotomy. The 
technic described by Monod, either for lobectomy 
or for pneumotomy, does not call for the tour- 
niquet or for ligation of large pedicles. Despite 
the additional operative difficulties he prefers to 
practice, as much as possible, isolated ligature of 
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the pedicular elements, using local anesthesia; he 
considers the anterior route the best. 


Research on Pulmonary Emboli 


Villaret, Justin-Besangon and Bardin (Mém. 
Acad. de chir. 64:1286 [Nov. 30] 1938), physi- 
cians and physiologists, consider the problem of 
postoperative pulmonary emboli and their treat- 
ment. Emboli seem to be determined more by 
irritation of the venous wall than by material 
obstacles to the circulation. Death in cases of 
pulmonary embolism results from a reflex of 
pulmonary origin. Experimentally this reflex 
may be modified by action on the sympathetic 
nervous system. The important role of the 
sympathetic reflex must not lead one to forget the 
purely mechanical role of the respiratory dif- 
ficulty. 

There are two methods of treating these ac- 
cidents, each based on a different conception: 
(a) prophylactic and (6) curative. The first, 
which aims to avoid the accidents, resorts to sym- 
pathicomimetics, or the use of ephedrine, tyra- 
mine or epinephrine series. Alkalines, papaverine 
or vagolithics in association seem to reenforce 
the action of the former. The authors recom- 
mend the combination of atropine, ephedrine and 
sodium bicarbonate. The curative treatment de- 
pends on the nature of the accidents caused by 
the embolus: fall of arterial tension, heart fail- 
ure, venous congestion, peripheral collapse, apnea 
and anoxemia. When the respiratory rhythm is 
affected, oxygen associated, if necessary, with 
epinephrine, ephedrine, ouabain and with respira- 
tory analeptics, is used. Atropine is resorted to 
in the syncopal or asphyxic states. Morphine, 
heroin, papaverine and, if necessary, stellar 
ganglion anesthesia, are utilized in the anginous 
forms and in cases of infarcts. The experi- 
mental work emphasizes the importance of col- 
laboration of the surgeon, physician and physi- 
ologist. 


Intestinal Strangulation After Gastro- 
Enterostomy 


Strangulation due to the passage of a loop of 
small intestine between the afferent loop and the 
spinal column after a gastro-enterostomy is de- 
scribed by Viannay (Mém. Acad. de chir. 64 :1280 
[Nov. 30] 1938). This complication has been re- 
ported only about fifty times. It is uncommon, 
and its etiology is obscure. It probably is de- 
pendent on individual anatomic or physiologic 
disposition. Why the nonclosure of the peritoneal 
slit between the prevertebral peritoneum and the 
afferent portion of the anastomosed loop should 
cause no disturbance in the vast majority of 
gastro-enterostomies and why in a few cases the 
intestine should slip through that fissure is still 
an unexplained problem. 


Biliodigestive Anastomoses: 
Choledochoduodenostomy 

Finsterer in an exhaustive work (Mém. Acad. 
de chir. 64:1252 [Nov. 23] 1938) discusses the 
reciprocal value of choledochoduodenostomy and 
some other interventions. The danger in these 
anastomoses is ascending infection, which is fa- 
vored by bile stasis. Choledochoduodenostomy 
has not met with the approval of most French 
and German surgeons. The reported mortality 
is still 40 per cent. Finsterer describes the fatal 
cases and shows that the proportion of fatal 
issues was less in 44 personally observed severe 
cases (13 deaths). Finsterer discusses the indi- 
cations for this operation and describes the tech- 
nic, which in 118 cases has resulted in only a 
few deaths; in the vast majority of cases he 
states that he has obtained a cure. This inter- 
vention is not difficult, because it is performed 
on a dilated common duct. 


Surgical Treatment of Diabetes Mellitus 

Violet discusses this subject in the Revue de 
chirurgie of Paris (76:54 [Jan.] 1938). Physi- 
ologists have classified the endocrine glands as 
hypoglyceming and hyperglyceming. In their ex- 
perimental work the aim was to increase the 
production of insulin in the organism by activat- 
ing the hypoglyceming glands or to secure the 
opposite result by reducing the action of the 
hyperglyceming endocrine glands. Pancreatic 
secretion can be considerably increased by liga- 
tion of the pancreatic ducts, but this ligation 
leads to serious disturbances. Mansfield has pro- 
posed isolating by constriction of half of the 
gland. One can activate salivation by closure of 
Steno’s duct. The various ligature methods 
practiced on man have not given very convincing 
results. Sympathicectomy of the pancreatic 
arteries is difficult, and pancreatic grafts do not 
appear to be useful. Instead of utilizing hypo- 
glyceming measures one can lessen hyperglycem- 
ing action by utilizing the antagonism existing 
between the pancreas and the adrenal gland or 
in securing physiologic medullectomy by division 
of the splanchnic nerves. The thyroid also has 
been used. None of these measures has been em- 
ployed on man. Furthermore, these glands are 
so complex that it is difficult to supress one with- 
out impairing the function of the others, 


Pulmonary Actinomycosis with Acute 
Abscess 


Moulonguet (Mém. Acad. de chir. 64:1136 
[ Nov. 2] 1938) reports a case of acute actinomy- 
cosis located under the angle of the scapula in a 
man 47 years of age. Complete cure was ob- 
tained after evacuation of the abscess and treat- 
ment with iodine. The first diagnosis made was 








178 


that of pleurisy. Then an anaerobic pleural micro- 
organism was identified in the cultures made. It 
was Cohnistreptothrix Israeli, the usual causative 
germ of actinomycosis. Usually in these cases 
there are multiple foci. In this case there was 
only one focus. According to Legroux, this germ 
appears identical to an intestinal germ—Bacillus 
bifidus. The condition was localized, the prog- 
nosis favorable, treatment consisted of evacua- 
tion and iodine. It is important to think of 
actinomycosis and to resort to a diagnostic cul- 
ture in all cases in which a local infection of the 
lungs is revealed by clinical or radiologic ex- 
amination. 


Plasties with Rubber 


Having observed that human tissues associate 
themselves with rubber around drains, Fieschi 
(Rev. de chir., Paris 76:1 [Jan.] 1938) intro- 
duced through an inguinal canal which he was 
unable to obliterate with neighboring tissues a plug 
of rubber. The outcome was happy. He then 
sought a convenient material, flexible and inalter- 
able, and adopted a rubber sponge, which he 
utilized in numerous hernias, renal ptoses, and 
mammary and testicular plasties. These plastic 
grafts have proved successful (after twenty-five 
years), and the author recommends their use 
in cases mentioned and foresees their posstble 
employment in the treatment of aortic aneurysm 
or pneumothorax or as a bone substitute in bone 
pathology. 


Calcium from an Osteolytic Focus 


The calcium necessary for the formation of a 
new callus at the site of a fracture comes ex- 
clusively, in the first weeks, from the osteolysis 
taking place at the fracture site, according to 
Leriche and Young (Rev. de chir., Paris 76:378 
[May 5] 1938). The researches of Leriche show 
that this local calcium mutation takes place by 
way of the humoral fluids, without precipitation 
in the perifractural lymph. They show that in 
the interfragmentary clot, after the twenty-fourth 
hour, the calcium load is increased, that in 
pseudo-arthrosis the calcium content of the 
fibrous tissue is fixed and is analogous to that 
of the ordinary fibro-aponeurotic tissue, but that 
in the neighborhood of a resorbing bone there 
is an abnormal load of calcium in the connective 
tissue. This high calcium content is also noted 
in the interfragmentary blood clot and in sub- 
cutaneous cellular tissue after pure bone grafts 
are inserted therein. 


Resection of the Liver 


According to Jasienski (Rev. de chir., Paris 


57 :503 [July] 1938), only 228 resections of he- 
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patic tissue are found reported in the literature; 
this includes partial resections and biopsy exci- 
sions. This intervention necessitates wide and 
multiple incisions and entails the risks of air em- 
bolism or of profuse hemorrhage. It is made in 
hepatic tissue the friability of which is well 
known. 

Jasienski’s patient was 33 years old. She suf- 
fered uncontrollable pain in the right hypochon- 
drium. At the time of laparotomy there was 
found a circumscribed tumor of the liver, thought 
to be beginning carcinoma, but histologic exam- 
ination showed that it was a syphilitic gumma. 
Excision of the mass was made. The liver edges 
were reunited by suture. Recovery was unevent- 
ful. 

This diagnostic error is not uncommon. Thole 
in 1913 collected 29 cases. Several authors be- 
lieve that syphilitic gummas of the liver call for 
the knife if their presence entails serious dis- 
turbances. In the present case the therapeutic 
test for syphilis was not made. 


Victor Pauchet’s Contributions 


The contributions of Victor Pauchet to the 
progress of surgery of the digestive tube during 
the last twenty-five years is discussed by Lar- 
dennois (Rev. de chir., Paris 57 :469 [July] 1938). 
Not only did Pauchet distinguish himself in this 
field, but he had also displayed manifold talents, 
such as activities in the fields of invention, teach- 
ing, etc. He was not only a great surgeon but 
also a great investigator and a great teacher of 
surgery. He was an acute observer and meticu- 
lously self-disciplined. He paid much attention 
to details of technic and of instrumentation. As 
a surgeon he was noted for painstaking exacti- 
tude, which no doubt contributed to his outstand- 
ing success. He insisted that anesthesia, opera- 
tive material, postoperative care, each was an 
indispensable element for success. Surgery owes 
him much. 


Tropical Tetanus 


In the French colonies, in 1934, there were 
586 cases of tetanus, with a mortality ranging 
from 20 to 70 per cent. Dejou (Rev. de chir., 
Paris 57 :582 [Oct.] 1938) reports nine personally 
observed cases of tropical tetanus. Serotherapy, 
sometimes in conjunction with intraspinal injec- 
tions of magnesium sulfate, yielded remarkable 
results as to sedation of the attacks and the 
good effects on contractures. Magnesium sulfate 
in these cases has a sedative action on the muscles 
analogous to that of chloral or hot baths, but its 
action is more thorough and more lasting. Dejou 
notes that the virulence in these cases is not the 
same in all geographic regions. The mortality 
varies also according to treatment and according 
to promptness of treatment 





vr 


we e 





CORRESPONDENCE 179 


Benign Tumors of the Mediastinum 


To speak of mediastinal tumors from an 
anatomicopathologic standpoint alone is not al- 
ways exact. An aortic aneurysm is a mediastinal 
tumor. These tumors give a variety of symptoms, 
depending on functional aberrations. Benign 
tumors are interesting and frequent. They offer 
a better operative prognosis. They may assume 
malignant aspects; in these cases it is imperative 
to intervene. The technic for the removal of 
mediastinal tumors is determined by their size 
and location. Each case must be studied by itself. 
A number of cases are reported by Jifi Divis 
(J. de chir. 52:601 [Nov.] 1938): three of 
mediastinal goiter, two of tumors of the nervous 
system, two of connective tissue tumors, eight 
of dermoid cysts. All these cases presented 
highly interesting clinical, pathologic and oper- 
ative aspects. 


Trigger Thumb and Club Thumb 


These two malformations were observed in a 
mother and her child by Poncelet (Scalpel 91: 
1563 [Nov. 26] 1938). In the mother the nodule 
was small and was lodged in the flexor pol- 
licis longus and caused the trigger thumb. The 
tendon could easily slip back into the tendinous 
sheath during extension and flexion of the thumb. 
In the daughter the nodule was too large to slip 
into the sheath, and as a consequence “club 
thumb,” which led to camptodactylia (blocked 
thumb), resulted. 

These lesions may be the result of mechanical 
factors, or they may be congenital. If they de- 
velop during adult life they are usually accom- 
panied by adhesive processes and strictures of the 
tendon sheath. They are often of traumatic na- 
ture, occasioned by pressure of the handle of a 
tool or of an iron. In Poncelet’s cases the con- 
dition was hereditary, showing familial tenden- 


cies. Treatment proposed by Poncelet is partial 
resection of the nodule. 


Total Extrafascial Apicolysis 


Iselin and Duban (J. de chir. 52:748 [Dec.] 
1938) describe the technic in detail and discuss 
the anatomic considerations that led to its adop- 
tion. They recommend regional anesthesia, to 
which general anesthesia may be added if neces- 
sary. According to these authors, this method 
is a distinct advance, owing to the efficacy of the 
collapse obtained and to the absence of deformity 
of the thorax. The danger of shock is mini- 
mized depending on the experience of the surgeon. 


Abdominoperineal Resection of the Rectum 


The most extensive resections give the maxi- 
mum chances of recovery, and that is why the 
combined operation is preferred by Decker (J. de 
chir. 52:593 [Nov.] 1938). The combined opera- 
tion, owing to its duration, its action on the ner- 
vous system and the extent of the mutilation, 
gives a high mortality. To lessen its risks it has 
been proposed that it be performed in two or 
three steps. Shock may be reduced by nitrous 
oxide anesthesia, but the operative difficulties are 
great, especially the complete dissection of the 
rectum and the peritonization of the pelvis. For 
that reason it is advisable to have two surgeons 
operate simultaneously, one on the abdomen, the 
other on the perineum. 

Decker describes the technic in three steps. 
One of the disadvantages of his operation is that 
the position of the patient has to be changed 
three times during the course of the procedure. 
This operation demands great resistance on the 
part of the patient. If the patient’s resistance is 
low, the perineal route should be used and an 
artificial anus established. 
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JAMES RUTHERFORD MORISON 


James Rutherford Morison, M.B., LL.D. 
(Edin.), D.C.L. (Durh.), F.R.C.S., died at New- 
castle-on-Tyne, January 10, aged 86 years. He 
was educated in medicine at Birmingham and in 
Edinburgh. He began practice in Hartlepool, 
where he became physician to the hospital. He 
studied for a time under Billroth in Vienna. 
After fifteen years of general practice he moved 
to Newcastle, where he was assistant surgeon 
to the Royal Infirmary and, from 1897 to 1913, 
full surgeon. 

Morison had an extensive surgical practice and 
was one of the earliest surgeons to limit himself 
to consultation work and to running private hos- 
pitals. Dene House and Gresham House were 
two institutions with which he was connected. 
There were few fields of surgery in which he 
was not active. His name is associated with the 
operation of omentopexy for the radical cure of 
ascites, and he was one of the first to advocate 
treating a fractured patella by open operation 
and catgut suture. He is perhaps best known for 
his pioneer work in the surgery of carcinoma. 
He contributed much of value to surgical practice. 

In his later years he became surgeon to the 
Sanderson Home for Crippled Children, where 
he did much orthopedic work. He was consult- 
ing surgeon to the Dental Hospital, and, after 
the war, to the Pensions Hospital, and was in- 
strumental in building up a modern surgical clinic 
in the war hospital at Newcastle. During the 
war, in search for an emergency antiseptic, he 
combined the paste of bismuth, iodoform and 
paraffin, which was widely used. 

Morison was a member of the British Medical 
Association. For a long period he edited the 
transactions of the Northumberland and Durham 


Medical Society. His writings include two vol- 
umes of collected reports entitled “Surgical Con- 
tributions,’ his work “Introduction to Surgery” 
and the widely known “Abdominal and Pelvic 
Surgery for Practitioners.” For years he was 
examiner for the University of Durham and for 
the Universities of Liverpool and Birmingham. 

In Morison’s death surgery loses one of its 
great pioneers. 
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Dr. Antoine Béclére, honorary physician at 
the hospitals, of Paris, died on February 24, 1939. 
He was born in 1856 and graduated in 1882. He 
dedicated his studies first to radiology, in which 
he became the pioneer in France. He foresaw 
the clinical and therapeutic possibilities of this 
new science and became the head of a school of 
writing and an illustrious scientist, leaving ex- 
tensive researches on fibromas of the uterus, 
adenomas of the hypophysis and seminomas. His 
last days were devoted to research. 


—()--— 


Prof, Serafino Belfanti died in Milan on 
March 5, 1939. He was born in 1860 at Castel- 
letto Ticino (Novara), was a pupil of the Med- 
ical Clinic of Turin, and in 1894 became an 
assistant in bacteriology. The following year he 
founded the Milanese Institute of Serotherapy, 
which became an important center for the study 
and preparation of biological products. He was 
named Senator of the Kingdom in 1934, and 
Chevalier of the Crown in 1936. He took part 
in the scientific work of Italy, added important 
contributions to the study of bacteriology and 
immunology and was accorded many distinctions 
in educational and medical fields. 
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Skin Diseases and Nutrition, Including the 
Dermatoses of Children. By Erich Urbach, 
M.D., Dozent in Dermatology, University of 
Vienna. Authorized English translation, by 
Frederick Rehm Schmidt, A.B., M.D., In- 
structor of Dermatology, Northwestern Uni- 
versity, Chicago. Cloth. Price, $7. Pp. 284, 
with 55 illusirations, 8 diagrams and 10 
tables. Vienna: Wilhelm Maudrich, 1932. 


Schmidt has tried to place at the disposal of 

English-speaking physicians a textbook which 
includes the results of recent investigations in the 
dietetic management of diseases of the skin. The 
spirit and characteristic features of the German 
original have been carefully retained, providing 
ample opportunity to take cognizance of the au- 
thor’s valuable contributions to the knowledge of 
the biochemical status of the living skin and the 
results obtained by the use of precise methods 
of examination of the skin. The author is to be 
commended for the thorough presentation of a 
complete bibliography on the subject. The nu- 
merous typographical errors are attributable to 
the fact that the English translation was pub- 
lished in Austria. The work is amply illustrated 
throughout. 

Directions are given to guide the physician 
through the difficulties of dietotherapy in the 
treatment of cutaneous disease. The hopes for 
the future, however, have not been entirely ful- 
filled. Seven years of trial have failed to sub- 
stantiate many of the therapeutic claims made by 
the author. 

Many experimental data are presented, but 
when these facts, discovered for the most part in 
research on animals, are applied to the treatment 
of human beings, one is astonished at the results. 
The picture of medicine dealt with by the labora- 
tory worker is that which is displayed before his 
senses at a given moment, and it is one of the 
tacit, but nonetheless firm, presuppositions of 
research that experiments are the same for every 
individual and for all times. This is certainly 
not true in the case of dietotherapy in cutaneous 
disorders, for the constellation of such environ- 
mental factors as weather, season, nervous ten- 
sion and somatic disease may completely alter the 
reaction of the skin to foods. 


I: this translation of Dr. Urbach’s book, Dr. 
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The author is to be praised for furnishing a 
complete record of all the experimental data per- 
taining to the influence of nutrition on the skin. 
His own painstaking analysis of the subject, to 
which he has added so much original work, 
makes this book a valuable contribution to this 
difficult and frequently discouraging branch of 
therapeutics. 

CLaRK W. FINNERUD. 


The Surgery of Oral and Facial Diseases. 
By George Van Ingen Brown, D.D.S., M.D., 
CBs. “eAsG:sS. Fourth edition, revised. 
Cloth. Price, $10. Pp. 778, with 1,019 illus- 
trations. Philadelphia: Lee & Febiger, 1938. 


LASTIC reconstructive surgery has now de- 
P come an important part of surgical practice. 
The stress of modern life has contributed 
manifold disfiguring injuries by reason of auto- 
An important warn- 
“Above all 


mobile accidents, burns, ete. 
ing to the general practitioner reads: 
he must be prepared to guide his patients against 
the activities of those who in the guise of beauty 
treatment and by surgically unsound methods are 
doing great injury to men.’”’ Diagnostic methods 
and therapeutic indications are discussed in de- 
tail. The work is justly popular. It is a stand- 
ard text not only for the practitioner and the gen- 
eral surgeon but for the specialist also. It is mod- 
ern. The text has been revised, and much which 
is now considered obsolete is excluded, while in 
some portions rather ancient methods are still 
The photography is good. Some oper- 
The work is 
A good sec- 


retained. 
ations lack detailed description. 
divided into twenty-five chapters. 
tion on blood transfusion is contributed by Dr. 
Schaeffer. Tuberculosis of the skin and oral cav- 
ity is discussed ably by Dr. H. J. Farrell, who 
also contributes to the section on syphilis. All 
in all, the volume represents a well rounded work 
and will serve a very useful purpose. The 
bibliography, while not exhaustive, is compre- 
hensive. This work can be unhesitatingly rec- 
ommended as a reference book on the subject. 


A. 
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The Treatment of Fractures, By Charles 
Locke Scudder, A.B., Ph.B., M.D., F.A.C.S., 
Consulting Surgeon to the Massachusetts 
General Hospital. Eleventh edition, revised. 
Price, $12 net. Pp. 1209, with 1,717 illustra- 
tions. Philadelphia: W. B. Saunders Com- 
pany, 1938. 


HE eleventh edition of Scudder’s “The 
[treatment of Fractures” is a thoroughly re- 

vised, modern, practical volume which should 
appeal to the specialist or general practitioner 
who is confronted with a fracture problem. 
Nineteen contributors have written special chap- 
ters on various phases of fractures and allied 
disorders. The book includes such important 
subjects as healing of fractures in health and 
disease, birth fractures, epiphysial injuries, 
pathologic fractures, and anesthesia. The sub- 
ject matter is modern down to the latest method 
of treating fractures of the neck of the femur 
and a discussion of the significance of injuries 
to the intervertebral disks. 

The book is clearly written, easily understand- 
able and well illustrated. The practical aspects 
of fracture technic, such as emergency treatment, 
application of plaster of paris, types of immo- 
bilization, fixation, surgery and after-care are 
handled well. Simple procedures are not made 
to appear complicated, nor are complicated prob- 
lems made to seem easy. Sound surgical judg- 
ment based on a large fracture experience is evi- 
dent in the author’s discussion. 

Dr. Scudder has obviously evaluated the meth- 
ods advocated with functional end-results as his 
guiding standard. This volume is a worthy con- 
tribution to the fracture library and is recom- 
mended as a dependable reference for sound 
clinical management of fracture problems. 


JEROME G. FINDER. 


Cancer: Its Diagnosis and Treatment. By 
Max Cutler, M.D.; Franz Buschke, M.D., 
and Simeon T. Cantril, M.D. Price, $10 net. 
Pp. 757, with 346 illustrations. Philadelphia: 
W. B. Saunders Company, 1938. 


HE preface of this worth-while volume 

states: “The special purpose of this work is 

to make accessible to the reader a clinical 
evaluation of the pertinent facts of the diagnosis, 
prognosis and treatment of cancer as gleaned 
from the world literature and reviewed in the 
light of our own experience.” The statements 
contained in the preceding have been well lived up 
to by the authors. The writers refer the reader 
interested in specialized forms of cancer, such as 
that of the nervous system, to works contributed 
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by others—notably Harvey Cushing—while the 
profound student of histogenesis and detailed 
morphology of neoplastic transformations is re- 
ferred to the work of Ewing. The authors focus 
attention on the imporiance of early diagnosis of 
malignancy which is made or should be made by 
the general practitioner. It is to him that the 
work will greatly appeal. The text is easily 
readable. It lucidly describes malignancies as 
affecting various portions of the body; diagnostic 
points are stressed, and therapeutic indications 
outlined. It is not a unilateral text. The authors 
garner what they consider best from every branch 
of endeavor in treating malignancy. The illus- 
trations are well executed, the printing and bind- 
ing admirable, and the bibliography, comprising 
twenty-four pages, is exhaustive and furnishes an 
excellent guide. The authors’ index and complete 
subject index enhance the value of the work con- 
siderably. All in all, the authors are to be con- 
gratulated for a fine contribution to contemporary 


literature on malignancies. 
M. 


The Surgical Treatment of Hand and Fore- 
arm Infections. By A.C. J. Brickel, A.B., 
M.D. Price, $7.50. Pp. 300, with 166 illus- 
trations and 35 plates, 10 in color. St. Louis: 
C. V. Mosby Company, 1939. 


ET it be said at the outset that this work is 

a worthy successor to the late Allen B. 

Kanavel’s work on “Hand _ Infections.” 
Brickel’s contribution is monumental. The or- 
dinary texts on infections of the hand are con- 
fronted with difficulties of lucid presentation of 
the subject. This has been rendered compre- 
hensively understandable by the author by pre- 
senting a plan of superficial and deep dissections 
accompanied by instructive plates, and thus a 
complex subject is made more readily digestible. 
The introduction of the term “palmar foyer” is 
appropriate and to the point. The study by cross- 
sections through the palm of the hand is excep- 
tionally well presented. This all important sub- 
ject of hand infections, which has aroused much 
interest in modern times, has received a new im- 
petus and has aroused further interest by the 
excellent contribution of Brickel. The spread of 
infections is ably described, and the treatment 
correlated in a masterly manner, based on ana- 
tomic studies. The color plates are beautifully 
rendered from both the artistic and the didactic 
point of view. This reviewer predicts a spon- 
taneous and continuous success of this very well 
worth-while contribution to contemporary sur- 
gical literature. 


M. T. 
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Everyday Surgery. By Lambert Rogers, M.Sc., 
Pmatn.o, FRALS.E., FRACS. FACS... 
and A. L. d’Abreu, M.B., Ch.M., F.R.C.S. 
Price, $4.75. Pp. 292, with 161 illustrations. 
Baltimore: William Wood & Company, 1938. 


HE authors here have endeavored to present 

what they believe is best in modern surgery 

as applied to everyday practice. Unusual 
features have been omitted and the practical 
stressed. Prof. G. Grey Turner contributes an 
excellent introduction. He well points out that 
in this work many will find a useful guide in 
emergencies or as a remembrance in time of 
The work, while small, is replete with 
good material. It will prove of exceptional value 
to student, intern, general practitioner and gen- 
eral surgeon alike. The authors emphasize the 
important factors in common surgery in the treat- 
ment of emergency, shock, hemorrhages and the 
handling of surgical diseases of the hands, veins, 
rectum, appendix, gallbladder, genito-urinary 
system, breast, thyroid, bones, joints and nervous 
system. The chapter on fractures and disloca- 
tions is concise and to the point. There are 161 
clear line drawings illustrating the surgical points. 
There are some minor mistakes, which will un- 
doubtedly be rectified in later editions. Impor- 
tant surgical guideposts are stressed. The small 
volume is extremely practical. The section on 
hand infections is allotted too little space, but it 
contains much worth-while information in the 
brief paragraphs. It is refreshing to see the 
general surgeon’s attention called to the gener- 
ous use of the stethoscope, especially in abdominal 
auscultation. This reviewer cannot agree with 
the statement that thromboangeitis obliterans is 
almost exclusively restricted to the male sex. 
The paragraphs on tendon sheath infections are 
excellent. On page 58 it might have been well 
to include Perthes’ test. On page 60 only ligation 
is recommended in the operation for varicose 
veins. This would not seem to be sufficient. The 
vein should be divided and injected high up. On 
page 76, in determining viability of the bowel the 
presence or absence of peristalsis and pulsation 
of the mesenteric vessels should be stressed. The 
statement that “every hernia requires treatment” 
should be augmented by the statement that direct 
hernia in most cases constitutes an exception. On 
page 81 the statement is made that peristalsis 
must be inhibited by withholding food and by 
the administration of morphia. In the light of 
recent studies, morphia is shown not to affect 
peristalsis. The admonitions on pages 83 and 84 
as related to complications for acute appendicitis 
are excellent. The discussion on gastro-enteros- 
tomy on page 111 is well handled. Stanischeff’s 
gastro-enteromia anterior obliqua would fit 
in here nicely. The statement on page 112 


stress. 
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that the anastomosis of the esophagus to the 
duodenum after total gastrectomy has been per- 
formed “without difficulty” is refreshing and be- 
speaks the great surgical skill of the authors. 
On page 177, where the open ether method is 
recommended in Ludwig’s angina, if a_ skilled 
anesthetist cannot be obtained intravenous anes- 
thesia may be recommended. 

D’Abreu has done an excellent job .of illus- 
trating this worth-while work. This reviewer 
predicts a warm response by the profession to 
this splendid work, and it is hoped it will appear 
in many editions. 

THOREK. 


Pye’s Surgical Handicraft. Edited by Hamil- 


ton Bailey, F.R.C.S. Eleventh edition. 
Price, 21 shillings. Pp. 512, with illustra- 
tions. Bristol: John Wright & Sons, 1939. 


LEVEN editions for any work is a compli- 

ment and recognition to be proud of. Hamil- 

ton Bailey, who has been editing this classic 
in the last decade, became very well known on 
the North American Continent through his nu- 
merous fine contributions to surgical literature. 
His editorship of this noteworthy work guaran- 
tees authoritative guidance. Multiple authorship, 
this reviewer feels, is in a measure a disadvan- 
tage; this instance offers an exception. The work 
is very thorough and of immense value to med- 
ical students, general practitioners and all who 
are entrusted with the pre- and postoperative 
care of patients. Surgical nurses may well profit 
from perusal of the work. The illustrations are 
excellent and bear the characteristic thorough- 
ness which embellishes all of Hamilton Bailey’s 
contributions to surgical literature. The various 
contributions to complete this splendid work are 
authoritative. The index is comprehensive. The 
book should be in the library of every hospital, 
general practitioner and nursing home. 

Ae 


Anatomie chirurgicale du crane et de 
Yencéphale. By Charles Clavel and Michel 
Latarjet. Price, 200 francs. Pp. 200, with 
151 illustrations. Paris: Gaston Doin & Cie, 
1938. 


HIS work deals with the surgical anatomy 
of the skull and brain. It is thorough and 
of great aid to neurosurgeons and those gen- 
eral surgeons who are called on to perform sur- 
gical operations either as emergencies or as elec- 
tive procedures. The work is divided into five 
chapters. The first treats of generalities, the sec- 
ond of cerebral localization; the third describes 
the region of the hypophysis and surroundings, 
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the fourth the isthmus of the brain, concluding 
with a description of the cerebrum. There are 
151 illustrations, 10 of which are in color. The 
text is in large type, instructive and up to date. 
The drawings are not diagrammatic but are made 
from specimens from the laboratory and are sup- 
plemented by numerous x-ray studies made after 
the blood vessels have been injected, therefore 
adding much in the study of the topography of 
the ventricles, the cisterns and intracranial blood 
vessels. Not only neurosurgeons, but also gen- 
eral surgeons, as well as otolaryngologists and 
medical men interested in intracranial pathology, 
will gain much from the perusal of this work. 


R. 


The Essentials of Modern Surgery. [Edited 
by R. M. Handfield-Jones, M.C., M.S., F-.R. 
C.S., and A. E. Porritt, M.A., M.Ch., F.R. 
C.S. Price, $9. Pp. 1,142, with 501 illus- 
trations. Baltimore: William Wood & Com- 
pany, 1938. 


HE editorial board of this excellent work is 
composed of fifteen leading English clini- 
cians. The printing and illustrations, as 
well as the photography, are admirable. It is 
obvious that in the last decade there has been a 
In this work the 


An excellent chap- 


tendency to overspecialization. 
specialties are ably handled. 

ter on hernia is contributed by Rupert Vaughan, 
Hudson, which is exceptionally well illustrated. 
The essential features of the work repre- 
sented by its didactic method of stressing the 
fundamentals of anatomy, physiology and pathol- 
ogy as particularly related to surgery. After 
all, these are the keystones on which good sur- 
gery is built. The authors state: “It is only by 
building on sound foundations that men can be 
taught to think for themselves and to avoid fall- 
ing into the deplorable habit of countless labora- 
tory investigations without making some smail 
effort to arrive at the diagnosis on clinical 
grounds.” This concise work guides the student 
and the serious-minded practitioner into whole- 
some avenues of knowledge. The forty-seven 
chapters are brim full of up-to-date information 
which every surgeon should possess. Surgical 
technic is not stressed or described fully. The 
work is not intended as a text on surgical technic. 
It primarily deals in the essentials of modern 
surgery, in which undertaking the authors have 
notably succeeded. The illustrations are well 
chosen and instructive and the index thorough. 


>. 
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Behandlung der offenen Briiche der langen 
Rodhrenknochen mit Einschluss der Be- 
handlungsergebnisse. By Dr. Walter Ehalt. 
Price, 40 marks. Pp. 363, with 604 illustra- 
tions and 95 charts. Vienna: Wilhelm 
Maudrich, 1938. 


HIS book is a complete and masterful pre- 

sentation of the treatment of compound 

fractures. The author recommends careful 
and thorough débridement of all dead and de- 
vitalized tissues, primary suture of the wound, 
drainage through a separate incision, and com- 
plete, undisturbed immobilization of the fracture 
until bony union has occurred. He deplores the 
use of all foreign material; even catgut ligatures 
No chemical 
antiseptics are employed in the wound, and even 
the prophylactic use of tetanus and gas gangrene 
A detailed and 
critical analysis of the author’s cases is presented, 
and the excellent results obtained offer a strong 
argument in favor of the method of treatment 
recommended. 


of bleeding vessels are avoided. 


antitoxin has not been necessary. 


DANIEL H. LEVINTHAL. 


English, German, French, Italian and Span- 
ish Medical Vocabulary and Phrases. 
By Joseph S. F. Marie. Price, $3. Pp. 358. 
Philadelphia: P. Blakiston’s Son & Co., Inc., 
1939, 


life | have 
It makes 


( HEVALIER JACKSON'S statement in the 


foreword, “All my medical 

wanted just such a book as this. 
me sad to think of the thousands of weary hours 
it would have saved me, hours spent in handling a 
clumsy stack of dictionaries of different lan- 
guages,” is at once subscribed to by all who have 
the opportunity to see this excellent contribution 
to contemporary medical literature. One wonders 
why this work has not been produced sooner. 
True, there are medical dictionaries in various 
languages, but they certainly do not serve their 
purpose as thoroughly, as succinctly, as does this 
present volume by Joseph S. F. Marie. 

While the volume is of incalculable value to 
every medical man in every specialty, it is in- 
dispensable to those who have only a superficial 
knowledge of languages, who are eager to trans- 
late, properly, articles written in foreign lan- 
guages and to all progressive physicians. The 
format is handy, the printing excellent, the bind- 
ing attractive. This handy volume should be in 
the library of every hospital, teaching institution, 
general practitioner and progressive medical man. 


M. T. 











